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ABSTRACT

Community Schools: A Public Health Opportunity
by
Catherine R.W. Diamond

Advisor: Nicholas Freudenberg

Community schools link students, families, and communities to educate children and
strengthen neighborhoods. They have become a popular model for education in many U.S. cities
in part because they build on community assets and address multiple determinants of educational
disadvantage. Since community schools seek to have an impact on populations, not just the
students enrolled, they provide an opportunity to improve community health. It has been
proposed that community schools influence the health and education of the area residents
through three pathways: building trust, establishing norms, and linking people to networks and
services. However, no research has been published exploring how community schools may be
influencing these pathways. The aims of this research were three-fold:


AIM 1: Develop an inventory of NYC community schools using a database that includes
school characteristics (e.g., types of programs and services) and population
characteristics of students, their families, and the communities in which the schools exist
(e.g., level of instruction, demographic breakdowns, and poverty level). Explore if certain
essential components of community schools exist that influence educational outcomes.
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AIM 2: Identify if there is a relationship between health (e.g., vaccination rates, health
insurance rates, chronic disease management) and social characteristics (e.g., crime rates)
of NYC community districts and density of established community schools (established
CSs defined as established 1992-2006; new CSs defined as established 2007-present).



AIM 3: Through a series of in-depth interviews, investigate the possible
pathways through which community based organizations (CBOs), as official partners of
community schools, address the neighborhood-level social processes shown to influence
educational and health outcomes.

Findings revealed that the current model of community schools in New York City may not be
emphasizing the most effective components of community schools and therefore are not showing
the anticipated association between health and academic outcomes. However, the density of
community schools within community districts appear to influence certain neighborhoods in
New York City more than others. Community schools may be most effective in neighborhoods
with certain characteristics such as concentrated poverty or high rates of homelessness.
Qualitative research suggests community-influence is due to a community school’s ability to
build trust among parents and between parents and schools. Recommendations for future
research to further these findings are outlined.
This collection of research suggests that community schools offer a new way to use an
established institution to widen their influence on health and educational outcomes from just
students within their walls to entire communities that surround the school building mainly
through building trust, but also through creating and revealing common norms and linking
residents to networks.
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CHAPTER 1: Introduction
To fell two birds with one stone has always been an appealing objective and in today’s
climate of big gaps in equality and limited will to shrink them, a single solution to inequities in
health and education could be attractive to policy makers, researchers, advocates and the public.
Until recently, most researchers have studied the health and educational determinants of
disadvantage separately and focused more on documenting their causes than on finding ways to
close the gaps. New research that emphasizes the reciprocal relationships between the two 1–4
may help to identify opportunities for researchers and professionals working in education and
health to collaborate to uncover approaches that simultaneously shrink both types of inequities.
This dissertation considers the potential for such a role from community schools, a model that
heralds back to Jane Addams and John Dewey, 5 received formal government support in the
United States starting in the late 1970s, 6 and most recently was supported by the U.S. Centers for
Disease Control and Prevention (CDC) and ACSD’s (formerly the Association for Supervision
and Curriculum Development) recommendation of the Whole School, Whole Community,
Whole Child (WSCC) model7. This model links schools, students, families and communities to
educate children and strengthen neighborhoods.
Multiple positive and reciprocal associations between education and health are well
established. Healthy students have higher rates of academic success2,8 and, over a lifetime,
people with higher levels of education experience better health than their less educated
counterparts.9,10 Specifically, more education is consistently associated with longer life
expectancy and lower morbidity and disability 9–15 as well as decreased risky health behavior 9–
12,14–16

. Several pathways have been proposed to explain these reciprocal relationships, including

the associations between education and wealth, higher levels of social support and prosocial

4

networks associated with more education, 16,17 and the contribution of education and health to
coping with stress.18,19
However, dramatic inequities in health and educational outcomes persist in the United
States. The interactions between health and education create a cycle of disadvantage: students in
poorer neighborhoods have poorer educational outcomes20–22 leading to poorer health outcomes
later in life,12,23 while at the same time, students in poorer neighborhoods have poorer health
outcomes24 leading to poorer educational outcomes than their wealthier peers.25–27 See Figure
1.1.
Applying a public health lens to community schools is appropriate because their explicit
mission is to have an effect on a population beyond just the student body, a goal that other school
models may not embrace. Community schools go beyond school-focused learning to include
families and community residents (with and without children) as partners in and recipients of
school benefits.24 As educational institutions, community schools emphasize academic success as
a priority, but they also identify multiple other public health goals including the development of
physically, socially, and emotionally healthy students and families; and safe, supportive, and
stable school and community environments. Community schools, claim its proponents, result in
“improved student learning, stronger families and healthier communities”.28,29
This dissertation explores the potential for community schools to influence social
processes that simultaneously improve health and educational outcomes, creating a cycle of
advantage. Through their relationships with neighborhoods, community schools initiate or
enhance three social processes that can accelerate the health-education cycle of advantage:
building trust, establishing norms, and linking people to networks and services. As shown in
Table 1.1, evidence from education, public health, community development, psychology, and
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sociology suggests that trust, norms, and networks simultaneously improve health and
educational outcomes.30–36 Community schools provide the unique opportunity to influence these
social processes and thus improve health and educational outcomes in disadvantaged
neighborhoods.
NEIGHBORHOOD MATTERS
Sampson suggests that “community-level prevention that attempts to change places and
social environments rather than people may yield payoffs that complement the traditional
individual-specific approach”30(pS61). Characteristics of neighborhoods such as segregation (racial
and economic) and employment rates are commonly cited as explanations for the health and
educational gaps between neighborhoods, but these relationships do not explain how
neighborhoods affect health and educational outcomes. 30,31,37–40 In order to address this question,
researchers in each sector have looked at several social processes, some of which have been
linked to both educational and health outcomes.30–36
Education researchers have identified collective socialization, 32,41–43 social control,44
social capital42,45–48 and differential occupational opportunity39,42 as mechanisms through which
neighborhoods affect educational outcomes. Another body of literature, not considered here,
also examines whether and how school characteristics such as quality influence educational
outcomes.32,37 Similarly, health researchers have documented the impact of pathways by which
neighborhoods affect health outcomes. Based on a literature review by Sampson, Morenoff and
Gannon-Rowley33 and supported by others, these pathways can be organized into four
categories: social ties and interactions,47–50 norms and collective efficacy,31,33,51 institutional
resources,52–54 and routine activities.39,53,55
To provide a framework for empirical studies of community schools, three consolidated
processes that combine the overlapping concepts identified by education and health researchers
6

are proposed. Fuller implementation of the processes labeled as building trust, creating norms,
and linking to networks has been associated with better health31,47,51,56,57 and educational32,48,58–60
outcomes. For each of these social processes, the resources of local institutions, residents and
leaders provide the human capital and social spaces in which the processes unfold. The
frequency, quality and intensity of the social practices and routine activities these institutions and
individuals carry out influence the direction and magnitude of their influence on educational and
health outcomes.31,39
Trust
The social process defined as building trust encompasses norms and collective
efficacy31,33,51 from the health literature and social control44 from the education literature.
Collective efficacy, composed of social cohesion and shared expectation for social control, is the
mutual trust and shared willingness to intervene for the public good. Through repeated
interactions, opportunities to witness interactions, and anticipation of future interactions,
residents develop shared norms and confidence that these norms will be encouraged and
expected by fellow neighborhood members. 31
Trust, as defined here, is associated with health and safety outcomes such as rates of
crime (more collective efficacy leads to lower crime rates) and asthma as well as birth weight,
self-rated health and children’s level of physical activity. 31,51,56 For example, trust may influence
a neighborhood’s ability to protect against environment hazards and benefit from resources, and
may encourage pro-health communication that decreases asthma risk and improves asthma
management.61,62
Similarly, aspects of trust have been proposed as mechanisms through which
neighborhoods affect educational outcomes through monitoring or sanctioning of certain
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behaviors that maintain social order according to shared norms and values of the neighborhood. 32
Through repeated interactions, neighborhood residents build a foundation of mutual respect and
responsibility that make it more likely that community members will share norms and values that
create order pertaining to education.32 For example, adults may be more likely to report a child
skipping school once common norms are realized through repeated interactions. Without
opportunity to build such relationships and anticipate positive norms, youth are more likely to
fall under negative peer influence as opposed to parental influence, possibly leading to antischool attitudes and behaviors (i.e., dropping out of school). 32
Key resources for building trust are participation in neighborhood organizations and
events and repeated actions such as pick-up and drop-off of students at school and regular use of
neighborhood resources.
Norms
Developing community norms that support health and educational success, the second
social process, encompasses collective socialization32,41–43 and differential occupational
opportunity39,42 from the education literature and social interactions48–50,62 from the health
literature. Collective socialization is the availability of caring adults who are willing to establish
and enforce standards for the success and safety of children. 58 This includes but is not limited to
the existence of role models such as visible adults (and young adults) who have either had
academic success themselves or outwardly value and encourage academic success in youth. 32,59
Aspects of common norms, as defined for this dissertation, have been found to be
positively correlated with physical activity levels of children56 and can be a protective factor
against deviant peer behavior.57 Shared norms decrease antisocial behavior overall in a
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neighborhood and encourage more organized events thus decreasing the probability of youth
interacting with others exhibiting deviant behavior or experimenting with deviant activities. 57
Institutional resources that can support development of positive norms include tenants
and neighborhood associations, parent-teacher groups, churches, and youth organizations.
Networks
The third social process is linking children and families to social networks that include
peers, formal and informal community groups, health and social services, and public agencies
and leaders. From the educational literature, this process includes social capital42,45–48 and
differential occupational opportunity.39,42 From the health literature, it includes social
networks47–50 and various advocacy theories.63
While social capital is associated with academic achievement at all levels, an increasing
effect of networks exists: the effect of bonding social capital in particular (networks between
neighborhood residents) becomes stronger with age. 60 Networks can provide opportunities,
information, resources, and assistance that enhance the educational experience of students.
Neighborhoods with networks may have the information to help struggling students
academically, provide options for job opportunities, and resources for educational advancement
such as applying to college or pursuing a vocational certificate program. 32
Networks are also associated with health and may in part outweigh the negative health
effects of living in disadvantaged neighborhoods. 47 For example, neighborhoods made up of
disadvantaged, ethnically homogeneous groups have high levels of bonding social capital and
have better mental and physical health outcomes than individuals of that ethnic background
living in more advantaged but more ethnically diverse neighborhoods.47 Networks can also
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provide access to a variety of material resources that improve health such as mental health
services, health insurance, and chronic disease management.
Institutional resources that can help to link children and families to networks include
health and social service agencies, advocacy and civil rights groups, churches and other religious
institutions, and volunteer organizations.
COMMUNITY SCHOOLS
Community schools seek to educate students who are academically successful,
physically, socially and emotionally healthy, and live and learn in safe, supportive and stable
environments in communities that are desirable places to live. 28 Community schools embody the
interdisciplinary blend of theories that claim that building trust, establishing norms that support
success, and linking children and families to expanding social networks at multiple levels
improves the life chances and reduces the burdens of inequity experienced by people living in
low-income communities.64
Community schools multiply the public resources available for education by leveraging
the social capital and human assets of their community to meet each school and community’s
specific needs. At best, community schools become a comprehensive resource for children,
families and communities in which the cumulative impact exceeds the sum of the impacts of
each constituent element.
Despite the heterogeneity of community schools, common elements exist: a focus on
education for children, families and community residents including expanded opportunities for
learning before and after school and on weekends; access to health care through school based
health centers or nearby community health and mental health centers; opportunities for health
promotion and wellness in such areas as food, physical activity, sexuality education and services;
and increased opportunities for partnerships with school and community-based programs that
10

bring additional programs and services to the school. Table 1.2 shows the range of programming
that may occur at community schools. While no one school provides all services, this extensive
array of programs and partnerships constitute the human capital that make community schools a
public health resource for children, families and community residents.
Available reports show community schools are effective in improving academic
outcomes, particularly for disadvantaged students. 65 Among the positive individual-level
outcomes documented in peer-reviewed publications are improved academic achievement,66–72
attendance rates,67,68,70–72 graduation rates,72 social behavior,70,71 and parent engagement.66,67,69
Positive school- and community-level outcomes that are documented primarily in the gray
literature include more use of school facilities, increases in community pride, and improvements
in neighborhood safety.73,74
Proponents of community schools have created a logic model (Figure 1.2) that suggests
that providing services that address health, wellness, parent involvement, and community safety
in addition to the educational achievement of students will improve academic outcomes and
increase life chances of success. Community schools are founded on the belief that healthy
students from healthy families attending healthy schools in healthy communities have greater life
chances of success. However, although the community school model is based on community
involvement, to date most studies have focused only on educational outcomes for students and
few have examined how community schools contribute to the well-being of the larger
populations they aim to serve.
Many challenges exist in assessing the outcomes of community schools. The
heterogeneity of community schools makes comparison between schools difficult; data collection
may be done by multiple partners in one school or school system and often the necessary
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infrastructure to share and synthesize data is not available; and legal restrictions on the sharing of
certain types of data also challenge rigorous outcomes-based research.75 Moreover, the evidence
that is published cannot be easily synthesized. For example some reports evaluate changes in
scores on standardized educational tests24,76,77 while others evaluate the effect of types of
programming offered at community schools.75,78
COMMUNITY SCHOOLS AS A PUBLIC HEALTH STRATEGY
Community schools present a valuable opportunity to influence public health. They
explicitly list public health goals as priorities and aim to have a population effect beyond just the
students they serve. Though varying in specifics, community schools aim to offer programs and
services within the common elements shown in Table 1.2. In some cases, interventions have
been shown to be effective in improving health outcomes (e.g., school-based health centers79 and
substance abuse prevention80,81).
Focus on education
By offering expanded learning opportunities for students, families, and community
residents, community schools strengthen the “education improves health” pathway within the
cycle of advantage shown in Figure 1.1.
For children enrolled in the school, the educational philosophy of community schools
increases the likelihood that students will attend school, complete assignments, achieve academic
goals, and graduate on time,66–72 all outcomes that increase academic success and therefore
improve lifetime health.9–15
In addition, out of school time activities such as before-school, after-school, vacation, and
summer programs have been shown to improve psychosocial well-being,82 nutrition,83 and health
literacy of youth;84 reduce problem behaviors;82 and increase levels of physical activity.83,85–87
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Adult education programs have been shown to improve the health of participants, reduce health
system barriers, and increase participants’ confidence in using the health system. 88–91 Similarly,
job training programs have been proven to improve the health of participants and
communities.92,93
Health care access
Community schools provide access to health care through school based health clinics or
partnerships with local resources. Strong evidence of improving the health of students in
community schools comes from the literature on school based health centers (SBHCs). More
than 2,315 SBHCs are located across the country, with more than half located in urban schools. 94
SBHCs have been shown to contribute to improved access to preventive, secondary, tertiary care
and mental health services for students. 79,80,95,96 Access to SBHCs has been associated with
students being less likely to use or abuse substances such as marijuana and alcohol, less likely to
carry a weapon, and less likely to get in a fight. 80,81 Students who used SBHCs were found to
have increased attendance compared to nonusers and students who used mental health services of
SBHCs showed grade-point average increases compared to nonusers.97
SBHCs are an established, successful public health intervention. When placed in a
community school, these health centers can increase their reach substantially. In the 2013-14
national census of SBHCs, 56% reported they provide services to people beyond students
enrolled at the host school including school staff, family members, other youth in the
community, and other community members.94 SBHCs provide opportunities for health
education, screening and detection services, Medicaid and other health insurance enrollment, and
other forms of outreach for non-students.96
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Opportunities for health promotion, wellness, and safety
Community schools also provide a variety of opportunities for students, families, and
community residents to participate in and benefit from health and wellness-promoting activities.
SBHCs have been particularly successful in providing reproductive health services in
schools. SBHCs offer a range of pregnancy prevention programs and sexual health services:
83.3% provide abstinence counseling, 69.5% STI diagnosis and treatment, and 80.2% provide
pregnancy testing.94 Students attending a school with an SBHC were more likely to report
receiving health care provider counseling and classroom reproductive health education than
students in a school without an SBHC. 98 While research is equivocal on whether SBHCs
influence contraceptive use and about half of SBHCs are prohibited from dispensing
contraceptives,94 some studies have shown that contraception use is greater at a school with an
SBHC compared to schools without an SBHC. 98,99
Partnerships between communities and schools have been shown to improve health and
wellness indicators such as fruit and vegetable intake, 100,101 reduced screen time,100 and increased
knowledge of nutrition and physical activity.102 Schools can affect food access, nutrition, and
physical activity of the neighborhood. Farm to school food programs support a community food
systems approach, linking farmers with various resources in the community through their school
relationship.103 School gardens increase parent interaction and involvement 104 and revitalization
of school grounds increases physical activity options for students and communities, provides
gathering space for community members, and provides points of community pride.105,106
The Coalition for Community Schools claims that community schools are beneficial to
the community at large through “better use of school buildings, community pride and
neighborhood safety”.73 A study of community schools reported an increase in feelings of safety
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from students and neighborhood improvement by having a safe place to go to in the evenings. 77
While the presence of schools is often associated with increased levels of crime, specifically
drug crime, studies have found that elementary schools have a protective effect which is
explained by the increase in adult supervision through parent involvement and smaller teacher to
student ratios.107–109 The community school model encourages greater participation by adults in
the school building which could offer the same increase in oversight as an elementary school and
thus similar protective characteristics.
Opportunities for community interaction and partnership
Through these and other activities, community schools encourage multiple and ongoing
interactions among children, families, neighborhood organizations, service providers, and
community residents. These interactions facilitate the social processes of building trust,
establishing norms that support success, and linking children and families to expanding social
networks. Cumulatively and synergistically, these activities create the spaces and times to
participate in and witness repeated neighborhood interaction, and to develop the expectation that
future interactions will occur. These interactions create shared norms and values that build a
trust among neighborhood members. In addition, increased services for all community residents
and organizational practices that engage rather than stigmatize or distance community members
build the community cohesion and dense networks that help sustain well-being. The human and
material resources that community schools leverage increase the networks among neighborhood
members and between the neighborhood and other institutions, processes defined as bonding and
bridging social capital.48 To date, no research has been published that explores the possible
association between community schools and neighborhood health.
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RESEARCH EXPLANATION
This collection of articles aims to explore community schools as a public health
opportunity. The aims of this research collection are:


AIM 1: Develop an inventory of NYC community schools using a database that includes
school characteristics (e.g., types of programs and services) and population
characteristics of students, their families, and the communities in which the schools exist
(e.g., level of instruction, demographic breakdowns, and poverty level). Explore if certain
essential components of community schools exist that influence educational outcomes.



AIM 2: Explore the relationship between health (e.g., vaccination rates, health insurance
rates, chronic disease management) and social characteristics (e.g., crime rates) of NYC
community districts and density of established community schools (established CSs
defined as established 1992-2006; new CSs defined as established 2007-present).



AIM 3: Through a series of in-depth interviews, investigate the possible
pathways through which community based organizations (CBOs), as official partners of
community schools, address the neighborhood-level social processes shown to influence
educational and health outcomes.
First, I explore a major challenge of researching the community school model: model

homogeneity in heterogeneous environments. The fact that the community school philosophy is
centered on meeting the unique needs of each community makes outcome research extremely
difficult. Chapter 2, Revisiting the Essential Components of NYC Community Schools, explores
whether essential components as defined by the NYC Mayor’s Office and NYC Department of
Education are in fact essential to the educational outcomes of community schools. Chapter 3,
The Geography of Community Schools in NYC and Their Influence on Health, explores the
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spatial distribution of the effect of community school density on a variety of neighborhood health
and social characteristics in New York City using an underutilized methodology in public health:
Geographically Weighted Regression. Through this methodology, certain areas of NYC are
identified as worthy of further investigation as it appears a higher density of community schools
may be influencing the neighborhoods differently than neighborhoods with lower densities.
Finally, Chapter 4, Voices from the Field: CBO Partners Explore Community-Level Influence of
Community Schools, explores how community schools may influence the health and social
characteristics of the surrounding community using qualitative methods. This research
hypothesizes that community schools provide the opportunity for trust, common norms, and
networks to develop among the community members which in turn has the potential to influence
the health and social characteristics of the community. Recommendations of how to best use
these findings and move this research forward are provided in the Conclusion, Chapter 5.
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Figure 1.1 Public Health Strategy

Cycle of
Disadvantage

Cycle of
Advantage

Community
school
Neighborhood
processes

poor
academic
outcomes

poor health/
wellness

Neighborhood
processes

good
academic
outcomes

good
health/
wellness
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Figure 1.2 Community School Logic Model
Inputs
 Support from
schools and
community
 Sufficient staff
(expertise +
availability)
 Sufficient
resources
(funding,
facilities)
 Available,
relevant partners
 Initiative level
infrastructure
 Community
school
coordinator

Possible Activities
 Family engagement
 Extended learning
opportunities,
youth development
 Health, mental
health, and social
services; family
support
 Social and
emotional learning
 Early childhood
development
 Adult education
 Professional
development for
teachers, school
staff and partners
 Activities that
increase linkages
between schools
and partners

Outputs
 Improved relations
with and support
for families
 Comprehensive
services
appropriately
targeted
 Integrated academic
enrichment and
social services to
support children’s
intellectual, social,
emotional, and
physical
development
 High-quality,
engaging,
instructional
programs
 Partner integration
into school day

Short-term
 Children are ready
to enter school
 Students attend
school consistently
 School climate is
safe, supportive,
and inviting
 Students are
actively involved in
learning and their
community
 Families are
increasingly
involved in their
children’s education
 Families are
engaged in own
development
 Schools have
sustaining
relationships with
partners
 Families provide
supportive living
environment
 Enhanced
community wellbeing

Long-term
 Students succeed
academically
 Students are healthy
physically, socially
and emotionally
 Families are
socially and
economically sound
 Communities are
desirable places to
live

Impact
 Students graduate
ready for college,
careers, and
citizenship

Attribution: Coalition for Community Schools. Community Schools Logic Model.
http://www.communityschools.org/assets/1/AssetManager/F8%20logic%20model.pdf. Accessed July 24, 2015.
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Table 1.1 Neighborhood mechanisms affecting health and education
Mechanism

Social
ties/interactions

Effect
Neighborhood mechanisms affecting education
Parents’ and neighbors’ availability
Enforces norm of valued education; Normalizes
and willingness to regulate norms and educational achievement and activities made possible
behaviors of neighborhood children.
by education through role modeling (i.e.,
professional careers)
The monitoring or sanctioning of
Regulates norms and values such as attending school
certain behaviors that maintain social
during school hours (not skipping school), valuing
order according to shared norms and
education, striving for academic achievement – for
values of the neighborhood
example, a non-parent reporting a child who is
skipping school or confronting the child.
Networks that exist among residents
Provides opportunities for internships, jobs, role
or between residents and others
models; provides resources and networks to aid
outside of their neighborhood
accomplishing educational and life goals
Understanding and witnessing the
Encourages dedication to education; links a student’s
value of education; linking academic
current self (as student) to future self (successful
success with life success such as
professional)
financial stability
Neighborhood mechanisms affecting health
Social capital, a resource realized
Support networks decrease the negative effects of
through social relationships
traumatic events.

Norms and
collective efficacy

Mutual trust and shared willingness to
intervene for the public good

Institutional
resources

Quality, quantity, and diversity of
institutions in the community that
address the needs of youth (i.e.,
libraries, schools and other learning
centers, organized social and
recreational activities, medical
facilities)
Land use patterns and distribution of
daily routine activities affect
children’s well-being

Collective
socialization

Social control

Social capital

Differential
occupational
opportunity

Routine activities

Definition

The willingness of residents to intervene enforces
healthy norms; improves safety of neighborhood,
particularly for youth
Determines to what resources children and families
have or do not have access that support health and
healthy choices and behavior















Influences the types of people (positive or negative)
with whom residents interact; could influence role
models, behavior, choices




Trust
norms and collective
efficacy (health)
social control (educ)
Institutional resources
(health)
Routine activities
(health)

Norms
collective socialization
(educ)
differential
occupational
opportunity (educ)
social ties/interactions
(health)
Institutional resources
(health)
Routine activities
(health)
Networks
social capital (educ)
differential
occupational
opportunity (educ)
social ties/interactions
(health)
Institutional resources
(health)
Routine activities
(health)
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Table 1.2 Community School Programming and Activities117,118
Extended Education
Before school programming
After school programming
Weekend programming
Summer programming
ESL
Parenting classes
Career education
Adult education classes
Community service
Computer classes
Literacy classes
GED classes
Leadership training
Early childhood programming
Health Care Access
Clinic access
Insurance enrollment
Mental health services
Vision care
Dental care
Medical referrals
Immunizations
Opportunities for Wellness
Nutrition and cooking classes
Sports/recreation – child and adult
Family counseling
Youth development activities including family life/human sexuality workshops
Teen pregnancy prevention programming
Substance abuse prevention counseling
Crisis intervention
Case management
Other
Legal advice
Internships/entrepreneurships
Information on emergency assistance, food, housing
Employment assistance
Tenants’ rights information
Immigration advice
Grandparent/senior involvement
Community clean-up projects
“peace teams” with local police
Community advocacy support
Leadership training

Based on authors’ experience and Coalition for Community Schools. Community School Models
2009.
http://www.communityschools.org/assets/1/AssetManager/Community%20School%20Models20
09.pdf and Children’s Aid Society. Building a Community School. 3rd Edition. New York, NY;
2001. http://www.childrensaidsociety.org/publications/building-community-school-completemanual
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CHAPTER 2: Revisiting the Essential Components of NYC Community Schools
INTRODUCTION
The promise of community schools is apparent in the recent federal projects such as
Promise Neighborhoods, Choice Neighborhoods, Full-Service Community Schools and Promise
Zones74 and localized initiatives such as NY State Governor Andrew Cuomo’s funding of
community schools to improve the state of struggling schools and New York City Mayor Bill de
Blasio’s Community School Strategy which promises the city 100 new community schools
during his term as mayor.110
While the concept of schools serving a defined community has existed for hundreds of
years, the term “community school” took on a new meaning about 20 years ago when the
Children’s Aid Society, a New York City based non-profit, founded a school with the explicit
intention of serving the children who made up the student body along with their parents and
other community members through intentional programs, activities, and services. 111 Community
schools are now located across the country including but not limited to New York City, Chicago,
Indianapolis, Cincinnati, and Tulsa.112 The community school model is unique in that it aims to
improve academic outcomes and increase life chances of success by providing services that
address factors beyond student academics (i.e., health and wellness, parent involvement).113
Ultimate intended results include:
Children are ready to enter school; students attend school consistently; students are
actively involved in learning and their community; families are increasingly involved
with their children's education; schools are engaged with families and communities;
students succeed academically; students are healthy - physically, socially, and
emotionally; students live and learn in a safe, supportive, and stable environment; and
communities are desirable places to live. 28
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Community schools are intended to meet the unique needs of each community and are
therefore not cookie-cutter replicas of each other. Nevertheless, common elements exist in all
community schools: a focus on education, including expanded opportunities for learning with
before-school, after-school and weekend programming; access to health care resources through
school based health centers or access to partnering health clinics and mental health services and
increased opportunity for wellness; and increased opportunities for sustained community
interaction and partnerships for programming and resources and site coordination most often in
partnership with a lead community based organization (CBO). See Table 2.1 for a list of the
range of activities and services that community schools can offer (this list is not inclusive of
every service but only those found in published descriptions). Community schools aim to be a
comprehensive community resource with a cumulative impact.
Research has shown community schools are effective in improving academic outcomes,
particularly for disadvantaged students. 65 Among the positive individual level outcomes
documented in peer-reviewed publications are improved academic achievement, 66–72 attendance
rates,67,68,70–72 graduation rates,72 social behavior,70,71 and parent engagement.66,67,69 Positive
school- and community-level outcomes that are documented primarily in the gray literature
include more use of school facilities, increases in community pride, and improvements in
neighborhood safety.73,74
The community school model can also be viewed as an opportunity to influence public
health.114 Education and health are inextricably linked: better health leads to greater education,
greater education leads to better health. 2,3,8–10,12–19,115 In addition, the philosophy and structure of
community schools offer numerous pathways to influence health outcomes of students, families,
and communities including programming, personnel, and relationship building. 4,114 Individual
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components of community schools have been proven to influence the health of students,
families, and communities. For example, expanded learning opportunities have been shown to
improve psychosocial well-being,82 nutrition83 and health literacy of youth;84 reduce problem
behaviors;82 and increase levels of physical activity of students83,85–87 while adult education and
job training programs have been shown to improve the health of participants, reduce health
system barriers, and increase participants’ confidence in using the health system. 88–93 Access to
health care through school based health centers (SBHCs) or official partnerships with local
health care facilities is associated with improved access to preventive, secondary, tertiary care
and mental health services for students, 79,80,95,96 students being less likely to use or abuse
substances such as marijuana and alcohol, less likely to carry a weapon, and less likely to get in a
fight, 80,81and provides opportunities for health education, screening and detection services,
Medicaid and other health insurance enrollment, and other forms of outreach for non-students.96
Health and wellness promoting activities offered by SBHCs include abstinence counseling, STI
diagnosis and treatment, pregnancy testing, contraceptive use, and reproductive education. 94,98,99
However, many challenges exist in reporting the outcomes of community schools.
Chiefly, the heterogeneity of community schools makes comparison between schools nearly
impossible. Typologies based on common community school characteristics are therefore vital to
the study of community school methods and outcomes, however the typologies that have been
created are based on theory and not real-world, real-time scenarios. This makes it difficult to
apply the proposed typologies in actual research situations.
A 2014 literature review by Valli, Stefanski and Jacobson74 divides community schools
into four categories of schools that have adopted the title ‘community school’ but offer a range of
services to meet markedly different goals. Categories are based on resource needs, how services
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are provided, and to whom. The categories are (from least resource intensive to most):
Interagency Collaboration; Full-Service Schools; Full-Service Community Schools; and
Community Development. Melaville116 proposes a typology based on self-reported purpose and
strategy of community schools. The four categories are Services Reform, Youth Development,
School Reform, and Community Development. A third typology developed by Warren117
divides schools based on the types of collaboration between the school and the community
organizations. This typology consists of three divisions: the service model, the development
model, and the organizing model. (Table 2.2)
While these typologies offer criteria for categorization of schools by the programs and
services that they offer and to whom, no study looks closely at which components actually
produce the intended results of community schools. This question becomes particularly pertinent
when schools are labeled “full service”, a “service model” or use the term “reform” – what are
these services, are they actually reforming schools and communities, and how?
The unique nature of the rapid community school expansion in NYC provides an
opportunity to explore more deeply these services and how they may or may not be effective in
influencing the change intended by the community school model. New York City Mayor De
Blasio’s office suggests eight empirically proven Core Program and Services for community
schools.110,114 The evidence to support the community school initiative was gathered from a
review of 20 national studies by the New York City Department of Education (NYC DOE) that
reported positive impacts on academic achievement and reports explicitly developed for NYC by
the Coalition for Educational Justice, the Children’s Aid Society, and Center for New York City
Affairs. The following core elements were identified as necessary for the NYC initiative: 110
1) Expanded Learning Time;
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2) Early Childhood Education;
3) Health Services;
4) Mental Health;
5) Parent and Family Engagement;
6) Community Engagement;
7) Guidance and Social Services; and
8) Adult and Family Services.
The Mayor’s Office also identifies Core Outcomes and Results. Four student-level
results are anticipated:
1) increased attendance and student engagement;
2) greater connectedness to adults and classmates in their schools;
3) development of social and emotional skills necessary for success; and
4) improved academic performance.
Three school-level outcomes are anticipated:
1) improved school culture and climate;
2) families are more actively engaged in children’s education; and
3) more seamless service delivery through increased collaboration between schools and
partners.
This study investigated the extent to which the essential components listed above
influence three key school outcomes: the rates of success in promotion to the next grade, parent
engagement in the school, and chronic absenteeism in 47 established community schools in New
York City. It is hypothesized that 1) the “essential components” will individually positively
influence the three school-level outcomes of interest, 2) the “essential components” will
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collectively improve the three school-level outcomes, and 3) that schools that offer more of these
essential components will experience higher rates of success, parent engagement, and lower rates
of chronic absenteeism than schools that offer fewer components.
METHODS
Data
Data was collected through publicly available databases and publications produced by the
New York City Departments of Education (DOE), Health and Mental Hygiene (DOHMH) and
Youth and Community Development (DYCD). These entities provide robust data on their
websites for the public’s knowledge and use in research endeavors. When data was unavailable
from established agencies and organizations, a survey was created for original data collection.
NYC DOE Information and Surveys. The NYC DOE identifies 173 schools as
community schools including 126 schools newly established as community schools and the
remaining 47 having adhered to this model before the Mayoral initiatives of 2014. 118 For this
study, three schools were excluded (one District 75 school meaning that it serves only special
education students and two charter schools) because their unique models may influence the
results of this study, leaving a total of 170 community schools. The NYC DOE provides
publicly available data on all public schools including but not limited to graduation rates, state
test scores, absenteeism rates, poverty levels, and racial and ethnic composition of students. In
order to effectively explore the characteristics of these community schools, schools were divided
into three instructional levels: elementary (which included schools that serve grades K-8); middle
schools (which serve only grades 6-8) and high schools (which include secondary schools that
serve grades 6-12). See Figure 2.1 for a geographic representation of the NYC community
schools.
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The NYC DOE also publishes schools’ Comprehensive Education Plans (CEPs) online.
CEPs are documents written by school administration and faculty that thoroughly outline the
goals, objectives, and structures in place at each public school. These documents were reviewed
to record self-reported school characteristics.
Community Services Survey. In order to gather information about the community
services offered by CBOs that partner with community schools (CBO-partners), an online survey
was developed using Survey Monkey. With approval from the City University of New York
Institutional Review Board a five-question survey was developed with advisement from
experienced researchers (Appendix 1) asking about the age of the partnership, services offered to
parents, and services offered to the wider community. Multiple attempts via email, phone, and
face-to-face meetings were made to contact the 53 CBOs that are official partners of the 170
community schools in NYC. Results from the completed surveys were compiled in an electronic
database. Two new dichotomous variables were created from the survey: whether community
services are offered (yes/no) and whether parental services are offered (yes/no). Responses were
received from 28 organizations (53% of CBOs) providing information about 84 schools (49% of
community schools). Two organizations formally declined to participate; one organization chose
to meet in person; and one organization chose to conduct the survey over the phone.
The eight essential components of a community school, as defined by Mayor De Blasio’s
Administration, were measured using a number of publicly available sources. Schools with
Expanded Learning Time programs were identified by the DYCD as public schools that hosted a
Beacon, COMPASS, or SONYC afterschool program in the 2015-16 school year. These are all
programs run by the NYC DYCD as city-run youth programs. Health and Mental Health
Services were captured by data from the NYC DOE of school based health center sites. Parent
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and Family Engagement and Adult and Family Services was captured through both the
Community Services Survey created for this study and mention of services specifically for
parents with an educational goal beyond comprehension of academic progress of their student in
the CEPs for each community school. Community Engagement was measured by the
Community Services Survey and mention of programming open to the community at large
(beyond just parents of students) in the schools’ CEPs. Guidance and Social Services was not
able to be measured for this study. One additional component was added as essential due to other
available research:119 CBO Leadership. CBO presence in school leadership was measured by
whether the CBO was listed as a member of the School Leadership Team (SLT) on the most
recent CEP.
Due to data availability and the Mayor’s anticipated outcomes, the three outcome
measures of this study were school-level academic success of student promotion, parent
engagement in school and school-wide chronic absenteeism. The community school model has
been positively associated with academic success and parent engagement rates, and negatively
associated with chronic absenteeism in published research – all desirable results.24,76,77 The
variable Success was measured by the percent of students who achieved grades worthy of
promotion: this was defined as the average percent of students who earned a passing score
(defined by the NYC DOE as a score of 3 or 4) on the state test in English Language Arts (ELA)
and math in the 2014-15 academic year in elementary schools and middle schools, and the 4-year
graduation rate in high schools. Parent Engagement was measured by the 2014-15 response rate
of parents on the annual School Quality Survey. If the NYC DOE reported two response rates
for a single school (for example, if a school serves grades 6-8 and 9-12, two response rates were
reported), an average was calculated for this study. Chronic Absenteeism was defined by the
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NYC DOE as the percent of students who have less than 90% attendance for the 2014-15
academic year; these students missed roughly one month of instruction per year. 120 See Table 2.3
for outcome means.
Statistical Analysis
A series of multiple regressions were run to investigate if the essential components of
community schools are associated with the three outcomes of interest.
Established Status. Before the regressions were calculated, the author hypothesized that
established community schools (those schools that were in existence before the Mayor’s
initiative) may have had more time to have an impact on the community than the schools that
were just recently identified as such. This is particularly important for research conducted in
NYC as a rich history exists for community schools and there has been a rapid influx of newly
designated community schools. The length of time a CBO has partnered with a school or the
length of time a community school has existed in an area could affect the level of trust and
understanding that has developed between the two thus affecting the degree of programming and
influence a community school offer their community. While this seems to be a common sense
assumption, there is no evidence in the literature to support this idea. It is only known if schools
were considered community schools before the Mayoral initiative was instituted; Data was not
available on the exact length of time the established community schools have been in existence.
Schools were thus divided into two categories: if the school-CBO partnership was part of
the Mayor’s new community school initiative (new, less than two years of partnership) or had
been established previously (established, two or more years of partnership). A series of
independent t-tests were then conducted to explore 1) whether there is a difference in the three
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outcomes of interest for new and established community schools and 2) whether there is a
difference in the results when stratified by instructional level.
Independent samples t-tests revealed there was a statistical difference in the rate of
chronic absenteeism of schools that have been established in their community (M=31.75,
SD=27.02) and those that are newly designated as community schools (M=41.56, SD=12.26);
t(160)=4.20, p<.0001. Further, an independent samples t-test revealed there was a significant
difference in the success rates (defined as percent of students whose scores on state standardized
tests were considered adequate for grade promotion or high school graduation rates) between
elementary community schools that are established (M=20.55, SD=10.88) and those that are new
(M=10.05, SD=4.39); t(47)=4.64, p<.0001, as well as the chronic absenteeism rates (defined as
percent of students who have less than 90% attendance) of community elementary schools that
are established (M=26.6, SD=12.81) and those that are new (M=38.71, SD=9.57); t(47)=-3.79,
p=.0004. Established-status of middle schools may influence rate of success and chronic
absenteeism: independent samples t-tests revealed there was a significant difference in the
success rates of middle school community schools that are established (M=12.53, SD=4.89) and
those that are new (M=7.46, SD=5.38); t(47)=2.33, p=.02 and in the chronic absenteeism rates of
middle school community schools that have been established for two or more years (M=26.47,
SD=11.53) than new community schools (M=33.86, SD=8.72); t(47)=-1.98, p=.05. An
independent samples t-test revealed there was a significant difference in the success rates of high
school community schools that are established (M=66.18, SD=11.48) and those that are new
(M=55.98, SD=15.97); t(61)=2.29; p=.03, and chronic absenteeism rates of those schools that are
established (M=40.81, SD=16.85) and those that are new (M=49.95, SD=11.21); t(62)=-2.47;
p=.02. See Table 2.4.
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The Community Services Survey was also explored to see 1) whether schools that
responded to the survey request are different than those that did not in the outcomes of interest
and 2) whether established status is associated with the likelihood of a school offering
community services.
No significant differences in the outcomes of interest were found between schools that
responded to the survey request and those that did not respond and so the survey can be assumed
to represent all community schools. A chi square test of independence revealed a significant
difference between established community schools and new community schools in their
frequency of offering community services (X2 (1)=8.34, p=.004). Established community
schools offer community services 5.99 times more often than new community schools.
These results support the hypothesis that established community schools (those schools
that were in existence before the Mayor’s initiative) may have had more time to have an impact
on the community than the schools that were just recently identified as such. The results reported
above suggest that established community schools have significantly better rates of success and
lower rates of chronic absenteeism than new community schools. Because of these significant
findings, only established community schools (N=47) were included in this study in order to
avoid any bias established-status may introduce in future equations.
Essential Components. First, a linear regression was conducted for each individual
essential component, controlling for poverty, for each outcome. Poverty was measured as the
percent of students at each school that qualify for the free or reduced lunch program as reported
by the DOE. Second, these regressions were stratified by instructional level because Early
Childhood Education was only present in elementary schools. (Frequencies can be reviewed in
Table 2.5). Third, all essential components were regressed on each outcome cumulatively,
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controlling for poverty. Fourth, the regressions exploring essential components cumulatively
were stratified by instructional level. Fifth, the total number of essential components (0-6) were
regressed as a continuous independent variable on each outcome, controlling for poverty. Sixth,
the previous regression was stratified by instructional level.
All statistical explorations were conducted using SAS 9.2.
RESULTS
Step 1
Each essential component was regressed on the three outcomes individually, controlling
for poverty, to explore their predictive ability. While all regression models were significant for
the outcome Success, only the variable Early Childhood Education was a significant contributor
to the association; the other essential components were not found to be significant predictors of
Success, meaning poverty was the significant predictor of the association between the
independent variables and the outcome Success when regressed individually on the outcome.
Early Childhood Education had a negative beta, meaning that community schools that offer early
childhood education programs have lower rates of success when controlling for poverty.
Leadership was the only essential component found to be significantly associated with Parent
Engagement. Again, the beta was negative meaning that community schools whose official
CBO partner sits on their School Leadership Team are associated with lower parent engagement
rates.
Step 2
When stratified by instructional level, Early Childhood Education remained a significant
predictor of Success in elementary schools, but the effect size was smaller. Similarly, Early
Childhood Education in elementary schools was also significantly associated with higher rates of
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chronic absenteeism, controlling for poverty. There were no significant associations between
essential components and Success, Parent Engagement, or Chronic Absenteeism in middle and
high school established community schools. (See Table 2.6)
Step 3
Multiple regression analyses were conducted to examine the relationship between the
outcomes of interest and all essential components as cumulative independent variables. The
cumulative impact does not exceed the sum of the impacts of each constituent element. The
multiple regression model for rate of success produced R2 = .48, F = 4.44, p<.05. The Early
Childhood Education and Expanded Learning Time variables had significant negative betas,
indicating that community schools that host early childhood education programs or expanded
learning time programs are associated with lower success rates after controlling for the other
variables in the regression. The other variables did not significantly contribute to the regression
model. The multiple regression model for parent engagement produced R2 = .32, F = 2.34,
p<.05. The Leadership variable had a significant negative beta, indicating that community
schools that include the CBO on their School Leadership Team are associated with lower parent
engagement rates after controlling for the other variables in the regression. The other variables
did not significantly contribute to the regression model. (See Table 2.7)
Step 4
The previous regressions were stratified by instructional level, looking at elementary
schools and all other levels separately.
Elementary Schools. The multiple regression models for all three outcomes were not
found to be significant.
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Middle and High Schools. The multiple regression model for parent engagement
produced R2 = .52, F = 2.75, p<.05. The Community Service variable had a significant negative
beta, indicating that middle and high school community schools that offer services to the
community beyond just parents of students are associated with lower parent engagement rates
after controlling for the other variables in the regression. (See Table 2.7)
Step 5
Regressions were run to explore if the number of essential components implemented at
an established community school were related to the outcomes of interest. The number of
essential components was not found to be a significant predictor of success, parent engagement
or chronic absenteeism. (See Table 2.8)
Step 6
The previous regressions were stratified by instructional level, looking at elementary
schools and all other levels separately. Again, the number of essential components was not found
to be a significant predictor of success, parent engagement or chronic absenteeism. (See Table
2.8)
DISCUSSION
New York City has a unique opportunity to explore the influence of the community
school model on the academics, health, and wellness of students and the other populations the
community school model aims to reach. This study is the first exploration of if components
deemed essential to the model have an influence on the academic outcomes of the schools. If
this academic influence exists, community schools could also be influential to health as they are
inextricably linked.1–4

35

The proposed hypotheses of this study were 1) the “essential components” will
individually positively influence the three school-level outcomes of interest, 2) the “essential
components” will collectively improve the three school-level outcomes, and 3) that schools that
offer more of these essential components will experience higher rates of success, parent
engagement, and lower rates of chronic absenteeism than schools that offer fewer components.
These hypotheses cannot be supported by the results of the data analysis. In fact, the results
seem to suggest that many of the essential components identified by the Mayor of New York
City have the opposite of their intended effect: offering early elementary programs or extended
learning programs are associated with lower rates of success and CBO participation in
established leadership structures is associated with lower rates of parent engagement in
established community schools. More specifically, elementary schools that offer early education
programs or have SBHCs have lower success rates than those established elementary community
schools that do not have these essential components; elementary community schools with partner
CBOs on their School Leadership Team have lower parent engagement rates; and elementary
community schools that offer early education programs have higher rates of chronic absenteeism
than those that do not offer such programs. Further, middle and high school community schools
that offer community services are associated with lower rates of parent engagement than those
that do not.
Even when a model was found to be overall statistically significant, no one model was
particularly robust in predicting rates of success, parent engagement, or chronic absenteeism as
seen in low reported R2. The components as defined in this study cannot be confirmed as
essential to these anticipated, important outcomes. With such a public expansion and
dependence on the community school model as a solution to many of the challenges facing NYC
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schools, these findings should be closely considered and the recommended and required
components should be reevaluated.
This study showed that established community schools are associated with better rates of
success and chronic absenteeism than new community schools. However, the essential
components identified by the NYC Mayor and DOE are not capturing what makes established
community schools successful. It is possible that the elements in combination may interact in
some way to decrease their effectiveness. Some of the independent variables did have slight
suggestions of multicollinearity which could bias the results. Another possible explanation is
having to juggle so many important details for so many components may divert attention from
each of the components and thus decrease their influence; by asking schools to address so many
aspects of learning and life-skills development schools may be unable to concentrate on their
most influential responsibilities. There also may be reverse causation: the schools that have
challenges with one or more of the outcomes may be more likely to implement certain programs
to address the challenges, thus skewing the results. It is also possible that New York City as a
school system has unique characteristics that may affect the influence these components have on
students, families, and communities. The NYC DOE is the largest in the country which
introduces challenges of valid and reliable data collection; the schools in NYC are segregated by
race and socioeconomic status121 which may impact academic success in ways not captured in
this study; and NYC has a broad range of neighborhood characteristics (immigrant enclaves,
pockets of concentrated poverty, pockets of extreme wealth, areas of resource-deserts and
resource-rich areas) that could greatly influence a school model that depends so much on
simultaneously collaborating with and also building up the community.

37

This preliminary study has limitations and should be considered to be the start of a
conversation about the essential elements of community schools, not the ultimate explanation of
community schools’ abilities or inabilities. Data was scarce and pieced together through various
means. For example, many schools most likely offer health and mental health services beyond
school based health centers but this was not able to be captured through the limited means of this
research. Community schools may also participate in school leadership in ways not captured by
this study. The data that was included is challenged in its validity and reliability: CEPs are
written by select school staff who may have opinions and experiences that skew their reporting
and there are few ways to validate the accuracy of their reporting. Similarly, the results of the
Community Services Survey were not tested for reliability. Only the official CBO-partner was
asked to respond and services may be provided by other partners or different staff members may
consider programs and services to meet the surveyed categories differently than the respondent
which is lost by having a single survey responder. Many potentially important contextual
variables were not included in the exploration of community school components and could have
a significant influence on the outcomes. Poverty was the only control variable included in the
equations and may not capture all that influences the essential components and thus differentiates
the schools’ abilities to effect change in success, parent engagement and chronic absenteeism.
However, this preliminary study is important as it explores an urban area with a high
concentration of community schools that are both new and established. NYC was the birthplace
of the community school model and offers insight into the country’s most long-standing
community schools. The fact that these schools continue to exist in their collaborative model,
attract students and families as attendees, and remain respected community institutions offer a
unique environment from which we can learn and extract lessons. Also, while data is somewhat
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limited and difficult to collect, NYC has published a great deal of current school-level data in
easy to access formats that make research on NYC public schools possible.
From this exploratory study, a number of recommendations for future research are
suggested:


Data should be widely collected on community school characteristics, programming, and
resources. Particularly important are the types of relationships that exist with CBOs, the
official partner-CBO and also the many other organizations that provide services and
support to the school, to more accurately assess the extent to which schools are
implementing the essential components.



Studies that include more data on the neighborhood influences that exist for each
community school should be conducted. The community school model is based on
meeting the unique assets and needs of their local neighborhood. Therefore, research
must take into consideration, and find ways to include as research variables, these
neighborhood characteristics.



Community schools are encouraged to meet their local needs. The voices of participants
at each level – students, parents, school staff and faculty, and community members –
should be included in research of this model to truly gauge what is working and what is
not. Qualitative research methods would allow for more in-depth exploration of the
pathways that truly have the potential to be deemed essential components of a community
school and potential influences in academic and health outcomes.

CONCLUSION
While the findings of this study cannot confirm the proposed hypothesis that certain
components are essential to the academic success of NYC community schools, it highlights the
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fact that the components currently identified as essential for community schools in NYC may not
be the conclusive factors in school-level outcomes such as rates of success and chronic
absenteeism. This study proposed important recommendations for future research to further
identify what is essential to school-level success and can help to start the important conversation
on how to ensure these student, family, and community-level institutions meet their greatest
potential.
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Figure 2.1 New York City Community Schools by Community District and Poverty Level
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Table 2.1 Community School Programming and Activities117,118
Extended Education
Before school programming
After school programming
Weekend programming
Summer programming
ESL
Parenting classes
Career education
Adult education classes
Community service
Computer classes
Literacy classes
GED classes
Leadership training
Early childhood programming
Health Care Access
Clinic access
Insurance enrollment
Mental health services
Vision care
Dental care
Medical referrals
Immunizations
Opportunities for Wellness
Nutrition and cooking classes
Sports/recreation – child and adult
Family counseling
Youth development activities including family life/human sexuality workshops
Teen pregnancy prevention programming
Substance abuse prevention counseling
Crisis intervention
Case management
Other
Legal advice
Internships/entrepreneurships
Information on emergency assistance, food, housing
Employment assistance
Tenants’ rights information
Immigration advice
Grandparent/senior involvement
Community clean-up projects
“peace teams” with local police
Community advocacy support
Leadership training

Based on authors’ experience and Coalition for Community Schools. Community School Models
2009.
http://www.communityschools.org/assets/1/AssetManager/Community%20School%20Models20
09.pdf and Children’s Aid Society. Building a Community School. 3rd Edition. New York, NY;
2001. http://www.childrensaidsociety.org/publications/building-community-school-completemanual
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Table 2.2 Typologies of School-Community Partnerships
Author
Valli L,
Stefanski A,
Jacobson R.
2014

Categories
Family and Interagency
Collaboration
Full-Service Schools
Full-Service Community
Schools
Community Development
Services Reform

Youth Development
Melaville, 1998
School Reform
Community Development

Service Model

Development Model
Warren, 2005
Organizing Model

Scope and purpose
Coordinate service delivery
Deliver school-based, coordinated services
Deliver school-based coordinated service
sand democratize the school with
community input
Transform the community
Provide health and social services to
students and families to remove the nonacademic barriers to improved academic
outcomes
Provide opportunities and resources that
promote peer and adult interaction
support and enhance student achievement
through programs within the school walls
use the school as a forum for physical and
economic resource development and
community mobilization
Provide services on site to students, families
and community members to formalize
schools as resource for all
Founding CBO establishes a school
following an established pedagogy and
system (charter schools); side effect is often
improvements to community infrastructure
Community organizing group leads school
in changes through community organizing
methods and ideals
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Table 2.3 Outcome Means
Variable
Mean
SD
All Established Community Schools
Success
35.16
25.29
Parent Engagement
50.84
24.87
Chronic Absenteeism
31.75
15.56
Established Elementary Community Schools
Success
20.55
10.88
Parent Engagement
62.81
20.30
Chronic Absenteeism
26.60
12.81
Established Middle & High School Community Schools
Success
49.11
27.36
Parent Engagement
39.91
23.92
Chronic Absenteeism
36.45
16.59
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Table 2.4 Results of t-Tests Comparing Established Community Schools vs New
Community Schools
All Community
Schools
Success
Parent
Engagement
Chronic
Absenteeism
* p<.05

t(159)=1.61
t(160)=1.61

Elementary
Community
Schools
t(47)=4.64*
t(47)=1.54

Middle School
Community
Schools
t(47)=2.33*
t(47)=1.26

High School
Community
Schools
t(61)=2.29*
t(62)=-.48

t(160)=-4.20*

t(47)=-3.79*

t(47)=-1.98*

t(62)=-2.47*
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Table 2.5 Frequencies of Essential Components

Early Childhood Education
Health and Mental Health
Services
Leadership
Parent Services
Community Services
Extended Learning Time

All
Established
Community
Schools
(N=47)

Established
Elementary
Community
Schools
(n=23)

15
22

15
7

Established
Middle &
High
School
Community
Schools
(n=24)
0
15

26
40
23
35

11
21
12
17

15
19
11
18
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Table 2.6 Beta Results of Individual Essential Components on Outcomes (shaded cells
indicate overall model is significant at p<.05)

Success
Early Childhood
Education
Health and Mental
Health Services
Leadership
Parent Services
Community Services
Expanded Learning
Time
Parent Engagement
Early Childhood
Education
Health and Mental
Health Services
Leadership
Parent Services
Community Services
Expanded Learning
Time
Chronic Absenteeism
Early Childhood
Education
Health and Mental
Health Services
Leadership
Parent Services
Community Services
Expanded Learning
Time

All Established
Community Schools

Elementary
Community Schools

Middle & High
School Community
Schools

-24.23*
(29.55)
-1.55
(7.59)
8.96
(7.44)
9.95
(9.86)
2.71
(7.34)
-8.74
(8.46)

-12.18*
(4.47)
-9.00
(5.12)
-3.10
(5.00)
7.06
(8.44)
7.96
(4.67)
2.72
(5.86)

N/A

5.55
(8.19)
0.07
(7.67)
-20.49*
(6.97)
-7.52
(10.14)
-6.41
(7.37)
7.66
(8.66)

-18.50
(8.88)
-2.05
(10.31)
-19.87
(8.16)
14.99
(15.65)
12.17
(8.93)
5.36
(10.90)

N/A

0.12
(5.29)
-0.02
(4.92)
3.82
(4.89)
9.15
(6.40)
7.24
(4.64)
-5.08
(5.56)

13.73*
(5.03)
3.09
(6.20)
0.18
(5.68)
9.54
(9.43)
-1.40
(5.66)
-8.34
(6.34)

N/A

-12.05
(12.16)
14.81
(12.19)
21.85
(13.10)
2.13
(11.75
-19.55
(12.86)

15.62
(10.60)
-17.08
(10.96)
-24.89
(11.42)*
-25.36*
(8.79)
11.55
(12.06)

-7.40
(7.51)
8.41
(7.44)
10.32
(8.45)
14.54
(6.44)
-4.67
(8.43)
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Table 2.7 Beta Results for Cumulative Essential Components on Outcomes of Interest
(standard deviations from the mean)
All
Elementary
Middle & High
Instructional School
School
Levels
Rate of Success
Constant
94.99*
24.74
72.89
(30.96)
(24.62)
(56.98)
Early Childhood
-30.17*
-11.39
N/A
Education
(7.17)
(4.58)
Health and Mental
-12.17
-12.25
-6.62
Health Services
(7.21)
(5.41)
(13.4)
Leadership
10.14
3.35
11.61
(6.53)
(5.02)
(11.73)
Parent Services
6.01
1.74
25.92
(10.0)
(7.86)
(16.94)
Community
-3.76
5.92
-20.97
Services
(7.09)
(4.73)
(13.80)
Extended Learning -16.16*
-6.35
-23.86
Time
(7.87)
(6.25)
(12.66)
Poverty
-0.45
0.06
-0.20
(0.33)
(0.23)
(0.61)
R-squared
0.48
0.54
0.44
F Value
4.44*
2.14
1.87
No. observations
47
23
24
Parent Engagement
Constant
9.84
28.53
-18.3
(34.84)
(46.29)
(47.22)
Early Childhood
5.56
-12.62
N/A
Education
(8.10)
(8.61)
Health and Mental
7.54
10.02
22.29
Health Services
(8.040
(10.18)
(11.03)
Leadership
-23.62*
-26.43
-7.81
(7.36)
(9.44)
(9.75)
Parent Services
6.21
12.64
5.91
(11.30)
(14.77)
(14.25)
Community
-8.73
-1.54
-29.23*
Services
(8.00)
(8.89)
(11.58)
Extended Learning 14.94
18.40
7.42
Time
(8.84)
(11.75)
(10.48)
Poverty
0.41
0.30
0.61
(0.38)
(0.44)
(0.52)
R-squared
0.32
0.53
0.52
F Value
2.34*
2.08
2.75*
No. observations
47
23
24
48

Rate of Chronic Absenteeism
Constant
40.22
38.15
(24.79)
(30.23)
Early Childhood
-0.32
15.17
Education
(5.77)
(5.62)
Health and Mental
-1.70
-0.58
Health Services
(5.72)
(6.64)
Leadership
4.36
0.60
(5.24)
(6.16)
Parent Services
4.12
14.01
(8.04)
(9.65)
Community
5.42
0.47
Services
(5.68)
(5.80)
Extended Learning -5.34
-4.55
Time
(6.29)
(7.67)
Poverty
-0.13
-0.33
(0.27)
(0.28)
R-squared
.11
0.50
F Value
.61
1.82
No. observations
47
23
Standard errors are reported in parentheses
* indicates significance at p<.05

20.09
(36.79)
N/A
-14.6
(8.59)
3.75
(7.59)
-6.41
(11.1)
16.22
(9.02)
-2.61
(8.17)
0.27
(0.40)
.37
1.47
24
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Table 2.8 Beta Results for Outcomes of Interest by Total Number of Essential Components
(standard deviations from the mean)
All
Elementary
Middle & High
Instructional School
School
Levels
Rate of Success
Constant
124.64*
25.84
117.29
(34.25)
(27.40)
(54.61)
Number of
-2.34
-2.06
1.63
Components
(3.45)
(2.34)
(5.65)
Poverty
-0.91*
0.02
-0.85
(0.36)
(0.28)
(0.59)
R-squared
0.15
0.04
0.10
F Value
3.45*
0.39
1.11
No. observations
47
23
24
Parent Engagement
Constant
7.04
64.72
34.73
(34.61)
(51.05)
(46.02)
Number of
-4.14
-3.82
-7.36
Components
(3.41)
(4.37)
(4.54)
Poverty
0.64
0.13
0.34
(0.37)
(0.52)
(0.50)
R-squared
0.10
0.04
0.13
F Value
2.16
0.41
1.54
No. observations
47
23
24
Rate of Chronic Absenteeism
Constant
40.09
56.47
-3.61
(22.19)
(30.77)
(32.25)
Number of
2.73
2.45
4.38
Components
(2.18)
(2.63)
(3.18)
Poverty
-0.20
-0.41
0.30
(0.24)
(0.31)
(0.35)
R-squared
0.05
0.13
.12
F Value
1.07
1.32
1.31
No. observations
47
23
24
Standard errors are reported in parentheses
* indicates significance at p<.05

50

CHAPTER 3: The Geography of Community Schools in NYC and Their Influence on
Health
INTRODUCTION
In a time of competing priorities to ameliorate the many inequities that exist in the United
States, using existing institutions to address injustices and unfairness is appealing to policy
makers, researchers, advocates and the public. Two of the major persistent inequities that exist
in the United States are in health and educational outcomes. These two outcomes are
inextricably linked: healthy students have higher rates of academic success2–4,8 and, over a
lifetime, people with higher levels of education experience better health than their less educated
counterparts.9,10 Several pathways have been proposed to explain these reciprocal relationships,
including the associations between education and wealth, higher levels of social support and
prosocial networks associated with more education, 16,17 and the contribution of education and
health to coping with stress.18,19 The interactions between health and education create a cycle of
disadvantage: students in poorer neighborhoods have poorer educational outcomes20–22 leading to
poorer health outcomes later in life, 12,23 while at the same time, students in poorer neighborhoods
have poorer health outcomes24 leading to poorer educational outcomes than their wealthier
peers.25–27
New research that emphasizes the reciprocal relationship between education and
health1,3,4 may help to identify opportunities for researchers and professionals working in
education and health to collaborate to uncover approaches that simultaneously shrink both types
of inequities. One opportunity for such an approach is the community school model, a widely
used model of education that links schools, students, families, and communities to educate
children and strengthen neighborhoods. Their explicit mission is to have a population effect, a
goal that other school models may not embrace. As educational institutions, community schools
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emphasize academic success as a priority, but they also identify multiple other public health
goals including developing physically, socially, and emotionally healthy students and families;
and safe, supportive, and stable school and community environments benefitting residents with
and without children through programming and philosophy that aims to meet the unique needs of
the community in which it exists.24 Community schools, claim its proponents, result in
“improved student learning, stronger families and healthier communities”. 28,29 Since low income
populations,122 health123,124 and educational125,126 inequities, and community schools127 are all
concentrated in cities in the United States, community schools that create or strengthen such
cycles of advantage may provide a promising strategy for improving health and educational
equity for urban populations.
Despite the heterogeneity of community schools, common elements exist: a focus on
education for children, families, and community residents including expanded opportunities for
learning before and after school and on weekends; access to health care through school based
health centers or nearby community health and mental health centers; opportunities for health
promotion and wellness in such areas as food, physical activity, sexuality education and services;
and increased opportunities for partnerships with school and community-based programs. Table
3.1 shows the range of programming that may occur at community schools. While no one school
provides all services, this extensive array of programs and partnerships constitute the human
capital that make community schools a public health resource for children, families and
community residents. Community schools aim to have a cumulative impact on children,
families, and communities.
Available reports show community schools are effective in improving academic
outcomes, particularly for disadvantaged students. 65 Positive individual level outcomes
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documented in peer-reviewed publications include improved academic achievement, 66–72
attendance rates,67,68,70–72 graduation rates,72 social behavior,70,71 and parent engagement.66,67,69
Positive school and community-level outcomes that are documented primarily in the gray
literature include more use of school facilities, increases in community pride, and improvements
in neighborhood safety.73,74
Many challenges exist in assessing the outcomes of community schools. Although the
community school model aims for community impact, to date most studies have only focused on
educational outcomes for students and few have examined how community schools contribute to
the well-being of the larger populations they serve.
This study explores the influence community school presence may have on the health and
social characteristics of the neighborhoods in which they exist. Using New York City as a case
study, multiple measures of community school density and the influence varying densities have
on neighborhood-levels of health prevention, disease management, social service utilization, and
public safety as a function of geographic location are investigated. The first hypothesis of this
study is that greater density of community schools, particularly community schools that have a
historical presence in the neighborhood, will be associated with higher levels of health
prevention measures, health management actions, social service utilization and public safety
outcomes. The second hypothesis is that some of the relationships between the density of
community schools and the neighborhood level social and health characteristics change across
geographic location.
METHODS
A geographic approach was taken to investigate the possible influence community
schools may have on the health and social characteristics of the surrounding neighborhood using
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global and local regression methods. New York City is a prime location for research, practice
and policy development concerning community schools as NYC Mayor Bill de Blasio identified
community schools as an initiative to increase equity throughout the city. De Blasio promised the
city 100 new community schools during his time as mayor. At the time of this study, NYC
Department of Education identified 173 schools as community schools, 47 of which are
considered established community schools (using the model before the Mayoral initiative). 118
Data
Data was collected through publicly available databases and publications produced by
government agencies and nonprofit organizations.
Density measurements. There has been no precedent set as to the best measurement of
community school presence in a geographic area though a number of possibilities exist. Five
different density measurements were chosen to determine which measurement might explain the
most influence: 1. Total number of established community schools in the community district
(total cs); 2. Number of established community schools in the community district per square mile
(cs/sq mile); 3. Number of established community schools in the community district per 1,000
residents (cs/residents); 4. Number of established community schools in the community district
per 1,000 school-aged children (cs/youth residents); and 5. Number of established community
schools in the community district per total schools in the community district (percent cs).
NYC DOE information. The NYC DOE identified 173 schools as community schools
including 126 schools newly established as community schools.118 Forty-seven schools are
considered to be established community schools, as they existed before the recent Mayorinitiated expansion. Only established schools were considered in this study because newly
deemed community schools have not had adequate time to influence their neighborhoods. While
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there are no reports of the optimal length of time for community level change to take place as a
result of community schools, previous research by the author(s) reported in Chapter 2 shows that
established community schools (community schools that have been present in the neighborhood
for more than two years) have better academic outcomes and lower chronic absenteeism than
new community schools. This study assumes that the greater influence on students due to a
longer establishment in the neighborhood applies to a greater influence on communities as well.
Community Health Profiles 2015. In 1975, city law established 59 Community Districts
in New York City that correspond to NYC Community Boards. Starting in 2000, the NYC
DOHMH began compiling and analyzing data from a number of city-wide and national surveys
to produce Community Health Profiles. These provide a detailed snapshot of the health and
social characteristics of each of the 59 community districts according to data collected between
2011 and 2015 (see Table 3.2).
Citizens’ Committee for Children (CCC) Database. CCC of New York is a non-profit
child advocacy organization that concentrates on public policy research and data analysis to
promote citizen action. CCC publishes a database titled Keeping Track of New York City’s
Children that includes hundreds of indicators addressing demographics, education, child welfare,
and juvenile justice that can be searched citywide, by borough, or by the 59 community districts.
NYC Crime Map. The NYPD publishes an online database documenting the incidence
of the seven major NYS Penal Law felonies (Murder and Non-Negligent Manslaughter, Rape,
Robbery, Felonious Assault, Burglary, Grand Larceny and Grand Larceny Motor Vehicle) by
date, time, and location (longitudinal and latitudinal coordinates). The data can be viewed as
cumulatively year to date, previous cumulative year, and by specific month during either year.
Crime counts for burglary, robbery, larceny, and assault were included in this study. More
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violent crimes such as rape and murder were not included as they are not prevalent in the
literature about schools’ relationship with crime. 107–109
Dependent variables. Dependent variables were selected to explore levels of prevention
measures, health management, social service utilization, and public safety. Prevention measures
included HPV and flu vaccination rates and health insurance enrollment of both adults and
children; health management was captured by avoidable hospitalization rates for adult asthma
and diabetes and child asthma; social service utilization was explored through rates of public
assistance use and enrollment rates of individuals in SNAP; public safety measurements included
juvenile crime rates, teen idleness, and annual incidences of burglary, robbery, larceny, and
assault during school hours (Monday through Friday, 7am to 6pm, September through June). All
equations also included poverty rates and percent Black residents as control variables. Data was
compiled from the aforementioned sources: Community Health Profiles, Citizens Committee for
Children Database, and NYC Crime Map (See Table 3.2).
Analysis
The relationship between the health and social characteristics of the neighborhoods and
the density of community schools was explored using regression models. First a global model
was produced using ordinary least squares (OLS) regression, controlling for common
demographic variables: percent of residents living below the Federal Poverty Level, percent of
non-Hispanic Black residents, percent of Hispanic residents (since those are the two largest
minority populations in NYC), and percent of residents with less than a high school diploma. 107–
109

The level of collinearity among the independent variables was investigated by comparing

variation inflation factors (VIFs). Percent Hispanic population and percent of residents with less
than a high school diploma had high VIFs signifying collinearity. When percent Hispanic
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residents and percent with a High School diploma or less education were removed from the
equations, all VIFs were reported as acceptable and thus percent of the population living below
the Federal Poverty Line and percent Black residents remained in the equations as controls.
Next, a test of spatial autocorrelation of the residuals was conducted using Moran’s I. If Moran’s
I was found to be significant, meaning spatial autocorrelation exists, violating one of the
assumptions of OLS regression, then a local Geographically Weighted Regression (GWR) was
conducted using the same variables as the OLS equation.
GWR is a regression tool that considers the spatial nonstationarity of variables. Spatial
nonstationarity occurs when the nature of regression results varies over space. 128 This can be
considered a methodological issue, as it signifies that explanatory variables may be missing in
the regression equation, but can also be an indication of unique characteristics of particular
areas.129 Traditional regression models such as OLS produce a global relationship measure,
which assumes that the relationship between variables is the same in one region as in
another.130,131 Spatial nonstationarity occurs when two measurements in close proximity are
more similar than measurements from more distant locations, warranting a more local
relationship model such as GWR. 128,132
GWR reports regression results for each observation as a function of where the
observation is located, allowing regression coefficients to vary across space.128,131 For example,
in this study, 59 regression results were reported through GWR for each outcome of interest
since there are 59 community districts. Each regression equation is calculated within a radius
distance (bandwidth) from the point of observation. This radius can be either fixed (Gaussian) or
adaptive. This is a weighted measurement that decreases as the distance from the observation
increases based on the theory that things that are closer to each other are more similar than things
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that are farther apart.131 This study used a fixed bandwidth for each GWR generated by the
ArcGIS software which are reported in Table 3.3.
GWR is not commonly used in public health research, but offers many benefits to
exploratory research such as this study. For example, GWR can be a useful hypothesis
generating tool and a guide for future research plans. The results of GWR can be analyzed to
discover unexpected relationships (i.e., negative relationships in certain areas when a traditional
OLS equation reported a positive relationship). This tool is particularly helpful in exploratory
research when the relationship among variables is not readily explained by traditional global
regression models.128,130,131
In order to determine if a GWR produces a better performing model, the R2 and Akaike's
Information Criterion (AICs) produced by the GWR are compared to the OLS regression results.
Greater R2 and lower AICs denote a better performing model. 131 In this study, the coefficients
of the density measures were mapped as well as R2 to illustrate the nature of the regression in
each geographic area as well as the strength of the GWR model. (See Figures 3.1-3.6).
All data preparation and analysis was done using ArcGIS 10.2.
RESULTS
Exploration using OLS regressions revealed few statistically significant relationships
between the density of community schools and the health and social characteristics of the 59
community districts of New York City. The majority of OLS regression results revealed both
positive and negative global coefficients meaning that some global regression models using
certain density measures revealed a positive association between community school presence and
community health outcomes while another density measures revealed a negative association with
that same community health outcome. Therefore, the first hypothesis cannot be confirmed:
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greater density of community schools throughout New York City, particularly community
schools that have a historical presence in the neighborhood, are not significantly associated with
higher levels of health prevention measures, health management actions, social service
utilization and public safety outcomes.
One exception to the statement above is the rate of HPV vaccination: All measures of
density were found to be significantly positively related to the rate of HPV vaccinations.
Throughout NYC, regardless of how the density of community schools is measured, the
community districts with greater densities of community schools have greater rates of complete
HPV vaccination in the female, teenage population of that community district.
When tests for spatial auto-correlation (Moran’s I) were conducted for all outcomes of
interest, the residuals of 12 of the 15 dependent variables were found to have significant spatial
autocorrelation, meaning that they do not meet the assumptions of OLS regression, therefore
warranting further investigation using GWR. Further, six GWRs (local estimates) performed
better than OLS (global estimates) as seen by the decrease in AICs and increase in R2 for all
measurements of community school density (see Table 3.3). The following six outcomes thus
became the concentration of the study: flu vaccination rates, HPV vaccination rates, avoidable
asthma hospitalization for both children and adults, rate of enrollment in public assistance
programs, and larceny incidence during school hours. These outcomes warrant further
investigation of the spatial differences throughout NYC since spatial non-stationarity occurs
when either influential variables are missing from the equations or when there are unique
characteristics to certain geographic areas. There may be characteristics of certain community
districts that are influencing stronger relationships between the outcome of interest and the
density of community schools.
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Figures 3.1-3.6 present visual representation of the local estimates produced by GWR.
These figures reveal where the local regression model performs well and where it does not,
highlighting possible points of interest to further investigate. Additionally, mapping the
coefficients of regression produced by GWR, in contrast to the traditional OLS regression
analysis, shows that the relationship between most community school density measures and the
outcomes of interest are not uniform across New York City, but are more pronounced in some
areas than others or are positive in some areas but negative in others.
Overall, almost all GWR models produce results that span a negative association to a
positive association, showing that not only does the strength of association depend on geographic
location, but the type (positive and negative) of association is also dependent on location. The
exceptions are the GWR of avoidable asthma hospitalization incidence for adults and density
measured as cs/residents and measured as cs/youth residents (all associations are positive
throughout NYC), GWR of grand larceny incidence during the school day and density measured
as percent cs (associations are negative throughout NYC), and all GWR models for HPV
vaccination rates (all associations are positive throughout NYC). All GWR models perform
better in Northern Manhattan and the Bronx and perform worse in Brooklyn. Northern
Manhattan and the Bronx are also the areas with the most concentrated poverty (Figure 3.7) and
the greatest number of established community schools (total cs).
Flu vaccination rates
The global model suggests both positive and negative associations between flu
vaccination rates and community school density, depending on how the density is measured,
though none of these associations are statistically significant. However, when GWR results are
explored, all density measures are negatively associated with the rate of flu vaccination in the
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areas that the model performs the best, meaning a lower flu vaccination rate in these areas.
Conversely, where the model performs the weakest, the relationship is most often as expected
(positive). See Figure 3.1.
HPV vaccination rates
The relationship between HPV vaccination rates and density of established community
schools is the only significant relationship found through OLS regression that also has significant
spatial autocorrelation of the residuals. When further explored through GWR, the relationship
remains positive in all areas but the effect size is smaller in the geographic areas in which the
model performs better, Northern Manhattan and the Bronx. See Figure 3.2.
Avoidable hospitalization due to asthma for adults
When looking at the results for avoidable hospitalization due to asthma for adults, the
global model reports both an expected negative relationship (fewer avoidable hospitalizations in
areas with more established community schools) and an unexpected positive relationship
depending on the density measurement. GWR results reveal that when density is measured as
total community schools and as community schools as a percent of total schools, there is a
negative relationship (as expected) with avoidable adult asthma hospitalization incidents in
Northern Manhattan and the Bronx, where the model performs the best. This suggests that areas
with a greater number of established community schools and areas that have a greater percent of
community schools have fewer avoidable adult hospitalizations due to asthma than areas with a
fewer number or lower percent of established community schools. See Figure 3.3.
Avoidable hospitalization due to asthma for children
Figure 3.4 shows the results of GWR of avoidable child asthma hospitalizations with the
various densities of established community schools as independent variables. Again, the global
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model reveals both positive and negative associations between avoidable asthma hospitalization
for children and the various density measures. The GWR results for all density measures reveal
a negative relationship (fewer hospitalizations in areas with greater densities of established
community schools) in Northern Manhattan and the Bronx, where the model performs the best
and where the majority of established community schools exist. Other areas have a positive
association, highlighting the fact that there may be differences in these areas that may impact
how community schools influence their neighborhoods.
Public assistance enrollment
OLS results reveal both positive and negative associations depending on the density
measurement and all GWR results reveal a range from negative relationship to positive
relationship depending on the geographic location. The areas where the model performs the best
have similar results: areas that have the most established community schools reveal a negative
relationship. The percent of people enrolled in public assistance is lower in the areas that have
higher density of established community schools. See Figure 3.5.
Grand larceny during the school day
The GWR results shown in Figure 3.6 are unique in this study. The maps illustrate the
results of GWR of grand larceny that occurred during the school day with each density
measurement of established community schools and control measurements as the independent
variables. While all global models result in negative relationships, most GWR results show
negative and positive relationships dependent on location. The pattern of model performance is
similar to the other outcomes but the pattern of effect size is unique: The areas of interest
(Northern Manhattan and the Bronx) show smaller effect sizes.
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DISCUSSION
Community schools are composed of elements that provide potential opportunities to
influence the public health of their surrounding neighborhoods.114 The philosophy of community
schools includes inviting community residents into the walls of the school to meet the unique
needs and interests of the community, making the characteristics of the neighborhood
particularly important to being an effective influence in the area.
While the results of this study as a whole do not show many significant relationships
New York City-wide between the selected health and social characteristics and the density of
community schools in community districts, it does identify geographic regions in which
community schools do seem to have an impact. Specifically, Northern Manhattan and the Bronx
appear to be regions where the density of community schools is associated with the hypothesized
higher levels of health prevention measures, health management actions, and public safety
outcomes, the exception being an association with lower levels of social service utilization. (See
Figure 3.7).
Figure 3.2, which shows how HPV vaccination rates are associated with the density of
established community schools, is particularly interesting. HPV vaccinations are a sometimes
controversial preventive measure for adolescent females. 133 This vaccination requires three
doses and completion rates are often low.134 The global model of this association implies that
having a higher density of community schools in an area, regardless of how this density is
measured, is associated with higher rates of this preventive action. Community schools may be
an effective tool in providing adolescent preventive services in areas that are historically
medically underserved. Due to the established presence of these community schools that
emphasize health services and programs, communities may have an increased trust in their health
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recommendations and therefore are more likely to use the services such as vaccinations despite
the controversy surrounding the vaccinations and the challenging multi-dose nature of the
vaccination.
However, this pattern is not seen in flu vaccinations rates. In Northern Manhattan and
the Bronx where the GWR models perform the best, the local coefficients are negative, meaning
that fewer people receive the flu vaccination in areas with higher densities of community
schools. This disparity suggests that the density of community schools may influence child and
adolescent preventive health measures but not adult measures in the expected way.
Asthma is a condition most often experienced in childhood and thus an ailment that is
commonly dealt with in schools.135 The spatial relationship of both regressions with avoidable
asthma hospitalizations as outcome measures (Figures 3.2 and 3.3) is notable because Northern
Manhattan and the Bronx, where this model performs the best for all community school density
measures, has some of the highest asthma rates in the city. 136 Most of the local regressions for
child asthma hospitalizations show a negative relationship, meaning that the higher the density of
community schools, the fewer avoidable hospitalizations occur for children; however this does
not appear true for the adult populations. For adults, the local models perform well in Northern
Manhattan and the Bronx but display some positive relationships for community school density
and avoidable hospitalization, which does not support the original hypothesis that community
districts with greater densities of community schools have lower rates of adult hospitalizations.
This finding does support the proposed hypothesis that community schools may be
particularly influential in reaching the most at need youth populations in these areas but may not
be reaching the adults or that the model that was used is not properly specified and certain
necessary explanatory variables are not included. One possible explanation for this disparity is
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that there are more SBHCs in the Bronx and Northern Manhattan, where the models perform the
best, than in Brooklyn, where these models do not perform as well. Adolescent norms may be
geared more toward preventive services and therefore perceptions of the HPV vaccine may be
more positive for adolescents and their parents. Additionally, the vaccine may be more
conveniently available due to the clinics in the schools. Northern Manhattan and the Bronx also
have a high prevalence of homeless shelters. Six out of the ten community districts with the
most homeless shelters are in these two areas137 meaning the adult population is very transient
and preventive services such as flu vaccines may not be that populations’ top concern resulting
in lower flu vaccination rates and higher avoidable hospitalizations due to adult asthma.
The negative relationships in Northern Manhattan and the Bronx revealed by the GWR
with public assistance enrollment as the outcome measure are unexpected because these areas
also have high poverty rates and one would expect higher use of public assistance in these areas.
In this regard it is clear that community schools are in the geographic areas that could benefit
from their services and resources the most. However, this finding suggests that residents may
not be taking full advantage of these resources.
School-day larceny exhibits similar spatial patterns though the model is not as wellperforming in Northern Manhattan and the Bronx, but compared to the other areas of NYC, the
models still perform the best in those two regions. These are generally high crime areas often
explained by the high poverty rates. 138 However, the relationships revealed through GWR
between most community school density measures and incidence of larceny during the school
day is negative, suggesting that community schools may have a protective influence through
increased adult presence at the schools or some form of shared value or norm by the community
through their perception of the school.
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It is notable that most of the results of GWR of all outcomes show that the model is
weaker in the Brooklyn area but with greater effect sizes than Northern Manhattan and the
Bronx. While there are a few community districts that have similar poverty rates to community
districts in Northern Manhattan and the Bronx, Brooklyn does not have the same concentrated
poverty levels that Northern Manhattan and particularly the Bronx experiences. These results
indicate that there may be either missing explanatory variables in the regression equations or
there may be unique characteristics of this area that influence these differences. It could be that
the extreme concentration of poverty in Northern Manhattan and the Bronx influences health
outcomes differently than the smaller pockets of poverty found in Brooklyn. There could be
something intrinsically different about health care use or availability in larger areas of
concentrated poverty than smaller areas or there could be something different about the social
characteristics of residents that may influence this disparity.
This study is exploratory in nature and has many limitations. Community schools are
most often located in high poverty areas therefore there may be reverse causation in many of the
findings that may influence the regression results. Additionally, poverty and percent Black
residents were the only control variables that remained in all equations. While poverty levels
and percent Black residents are commonly used as proxies for many other socioeconomic
influences in social science research, it may be more revealing to include more specific
measurements of possibly confounding variables. For example, in other spatial explorations of
school influence on crime, complex indices of structural disadvantage and instability were
created to be controls in their equations. 108,109 Due to the availability of data, these indices were
not possible for this study but with different geographic aggregations, more variables could be
constructed to tease out a more accurate measure of the influence community schools may have
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on their neighborhoods. The geographic division of NYC is also a limitation: community
districts are government-imposed divisions that may not accurately represent the true
neighborhoods surrounding schools. The influence these schools exert may be on a much
smaller unit of aggregation (i.e., census tracts or city blocks) and therefore not captured by
exploring the health and social characteristics of entire community districts.
However, this study highlights several opportunities for further exploration. Investigating
smaller geographic regions surrounding the community schools could reveal different levels of
influence of the community school model on the community. Specifically exploring the
neighborhoods in Northern Manhattan and the Bronx, where these regression models performed
the best, may bring to light stronger evidence of community school influence. Additionally,
these results do not explain how community schools may be influencing the community. Many
of the suppositions of how community schools influence students, families, and community
residents are based on social processes that take place due to the philosophy and structure of
community schools.114 Only looking at health and social measurements such as the ones in this
study does not capture the powerful social processes that may be supported by this unique
education and community building model. Finding measurements for social capital, collective
efficacy, collective socialization, and the like could reveal further support for community schools
as effective public health tools.
CONCLUSION
This study shows that traditional regression methods such as OLS can hide important
local differences in the relationships among a variety of measurements of established community
school density and various indicators of health and social wellness of neighborhoods in New
York City. The GWR results reported here collectively suggest that the neighborhoods in
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Northern Manhattan and the Bronx may have unique characteristics that influence the
relationship between density of established community schools and some community health and
social characteristics, particularly in high-poverty areas. While this influence is most likely not
due only to the presence of these schools, the similar spatial patterns of multiple outcomes
warrants exploration of characteristics of Northern Manhattan and the Bronx that may further
explain the trends found in this study.

68

Figure 3.1. Flu Vaccination Rates GWR Results
(Green areas depict land not included in community districts)
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Figure 3.2 HPV Vaccination GWR Results
(Green areas depict land not included in community districts)
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Figure 3.3 Avoidable Adult Asthma Hospitalization GWR Results
(Green areas depict land not included in community districts)
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Figure 3.4 Avoidable Child Asthma Hospitalization GWR Results
(Green areas depict land not included in community districts)
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Figure 3.5 Public Assistance Enrollment GWR Results
(Green areas depict land not included in community districts)
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Figure 3.6 School Day Larceny Incidence GWR Results
(Green areas depict land not included in community districts)

79

80

Figure 3.7 Percent of Residents Living in Poverty; NYC Established Community Schools
Area of interest:
Northern Manhattan
& The Bronx
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Table 3.1 Community School Programming and Activities117,118
Extended Education
Before school programming
After school programming
Weekend programming
Summer programming
ESL
Parenting classes
Career education
Adult education classes
Community service
Computer classes
Literacy classes
GED classes
Leadership training
Early childhood programming
Health Care Access
Clinic access
Insurance enrollment
Mental health services
Vision care
Dental care
Medical referrals
Immunizations
Opportunities for Wellness
Nutrition and cooking classes
Sports/recreation – child and adult
Family counseling
Youth development activities including family life/human sexuality workshops
Teen pregnancy prevention programming
Substance abuse prevention counseling
Crisis intervention
Case management
Other
Legal advice
Internships/entrepreneurships
Information on emergency assistance, food, housing
Employment assistance
Tenants’ rights information
Immigration advice
Grandparent/senior involvement
Community clean-up projects
“peace teams” with local police
Community advocacy support
Leadership training

Based on authors’ experience and Coalition for Community Schools. Community School Models
2009.
http://www.communityschools.org/assets/1/AssetManager/Community%20School%20Models20
09.pdf and Children’s Aid Society. Building a Community School. 3rd Edition. New York, NY;
2001. http://www.childrensaidsociety.org/publications/building-community-school-completemanual
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Table 3.2 Dependent Variables
Variable
Prevention
HPV vaccine

Flu vaccine
Adults without health
insurance
Children without
health insurance
Management
Avoidable asthma
hospitalization
(adults)
Avoidable diabetes
hospitalization
(adults)
Avoidable asthma
hospitalization
(children)
Service Utilization
Public Assistance
Individual Enrollment
in SNAP
Public Safety
Juvenile Crime
Teen Idleness

School-time burglary
School-time robbery

School-time larceny

School-time assault

Definition

Source

percent of girls ages 13-17
years who have received all 3
doses of HPV vaccine
percent of adults who received
flu vaccination
percent of adults with no health
insurance
percent of children under 18
without health insurance

DOHMH, Citywide Immunization
Registry, 2014

avoidable asthma
hospitalizations per 100,000
adults
avoidable diabetes
hospitalizations per 100,000
adults
child asthma hospitalizations
per 10,000 children ages 5-14

NY State Dept of Health,
Statewide Planning and Research
Cooperative System, 2012
NY State Dept of Health,
Statewide Planning and Research
Cooperative System, 2012
NY State Dept of Health,
Statewide Planning and Research
Cooperative System, 2012-2013

percent recipients of public
assistance (cash assistance)
percent of individuals receiving
SNAP (food stamps)

CCC, NYC Human Resources
Administration, 2011
CCC NYC Human Resources
Administration 2011

number of arrests of children
under 16 years;
percent of teens 16-19 who are
not in school and not in the
labor force
Incidence of burglary
(September – June, Monday –
Friday, 7am-6pm)
Incidence of robbery
(September – June, Monday –
Friday, 7am-6pm)
Incidence of grand larceny
(September – June, Monday –
Friday, 7am-6pm)
Incidence of assault (September
– June, Monday – Friday, 7am6pm)

CCC, NYPD CompStat Crime data
, 2009
CCC, US Census ACS, 2013

DOHMH Community Health
Survey, 2011-2013
DOHMH, Community Health
Survey, 2011-2013
CCC, US Census, ACS, 2014

NYC Crime Map, Oct 2014-Sept
2015
NYC Crime Map, Oct 2014-Sept
2015
NYC Crime Map, Oct 2014-Sept
2015
NYC Crime Map, Oct 2014-Sept
2015
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Table 3.3 Regression Results R2 (AIC) [highlights indicate where GWR performed better
than OLS]
Moran’s I

Prevention
HPV
vaccine

OLS
.46*

GWR
bandwidth
OLS

Flu
vaccine

Adults
without
health
insurance
Children
without
health
insurance

.46*

GWR
bandwidth
OLS

.25*

GWR
bandwidth
OLS

.14*

GWR
bandwidth

Management
Avoidable
asthma
hospitaliza .35*
tion
(adults)
Avoidable
diabetes
hospitaliza .3*
tion
(adults)
Avoidable
asthma
hospitaliza .4*
tion
(children)
Service Utilization

OLS
GWR
bandwidth
OLS
GWR
bandwidth
OLS
GWR
bandwidth
OLS

Public
Assistance

.35*

GWR

.27*

bandwidth
OLS

Total
Establish
ed
Communi
ty Schools
(total cs)

Communit
y Schools
per square
mile (cs/sq
mile)

Community
Schools per
1000
residents
(cs/residents)

Communit
y Schools
per 1000
schoolaged
children
(cs/youth
residents)

Communit
y Schools
as a
percent of
total
schools
(percent
cs)

.43*
(440.9)
.76
(416.3)
32187.7
.11
(358.1)
.61
(329.3)
38085.1
.36
(365.9)
.41
(365.1)
85551.3
.06
(235.6)
.06
(235.6)
1569496.3

.44*
(439.5)
.77
(409.4)
33007.1
.11
(358.0)
.60
(329.1)
36960.5
.35
(366.9)
.38
(366.4)
97574.3
.06
(235.5)
.06
(235.5)
1569496.3

.41*
(442.8)
.74
(418.9)
34375.1
.11
(358.0)
.56
(333.2)
40282.0
.35
(366.9)
.39
(366.2)
91365.3
.06
(235.9)
.06
(235.9)
1569496.3

.43*
(440.6)
.78
(413.5)
31086.5
.11
(358.3)
.60
(330.6)
37500.5
.36
(366.7)
.39
(366.0)
90661.3
.06
(235.6)
.06
(235.6)
1569496.3

.41*
(442.6)
.75
(419.0)
33327.8
.12
(357.7)
.58
(334.2)
38492.3
.41*
(348.1)
.46
(360.3)
83831.7
.06
(235.9)
.06
(235.9)
1569496.3

.77
(722.3)
.81
(716.1)
58449.3
.86
(682.6)
.87
(680.5)
67116.2
.71
(492.2)
.81
(479.2)
46840.1

.77
(721.4)
.82
(714.1)
56014.8
.86
(682.7)
.87
(680.8)
69493.5
.71
(492.1)
.81
(477.7)
46031.9

.77
(720.9)
.82
(715.3)
60286.0
.86
(682.0)
.88
(679.7)
66727.9
.71
(492.1)
.81
(480.1)
47800.9

.77
(721.7)
.81
(716.0)
60111.4
.86
(682.4)
.87
(680.5)
69830.3
.71
(492.2)
.81
(480.1)
47616.4

.77
(715.0)
.81
(718.1)
62663.3
.86
(683.0)
.87
(681.9)
74072.8
.72
(490.6)
.82
(477.7)
44889.1

.84
(230.8)
.92
(210.4)
36960.5
.85

.84
(230.9)
.90
(215.0)
42318.1
.85

.84
(230.7)
.91
(212.4)
39971.6
.85

.84
(230.8)
.91
(212.2)
38455.1
.85

.84
(230.0)
.90
(218.5)
46165.7
.85
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Individual
Enrollmen
t in SNAP

GWR
bandwidth

(376.3)
.86
(376.1)
109366.9

(375.8)
.86
(375.7)
120702.9

(376.9)
.86
(376.6)
108209.9

(376.6)
.86
(376.3)
108524.2

(376.0)
.85
(376.0)
230708.0

.59
(569.8)
.59
(569.8)
1569496.3
.35
(322.3)
.35
(322.3)
1569496.3
.07
(591.8)
.11
(591.5)
100252.1
.63
(533.1)
.63
(533.1)
1569496.3
.07
(759.0)
.26
(756.3)
48923.1
.59
(548.4)
.59
(548.4)
1569496.3

.57
(572.4)
.57
(572.4)
1569496.3
.36
(321.1)
.36
(321.1)
1569496.3
.08
(590.7)
.13
(590.3)
90486.1
.62
(534.7)
.62
(534.7)
1569496.3
.07
(759.0)
.27
(755.7)
446344.5
.53
(556.5)
.58
(549.3)
1569496.3

.56
(572.9)
.56
(572.9)
1569496.3
.36
(321.1)
.36
(321.1)
1569496.3
.08
(591.0)
.11
(590.8)
102903.7
.62
(534.5)
.62
(534.5)
1569496.3
.07
(759.0)
.25
(756.4)
49974.9
.58
(549.4)
.58
(549.4)
1569496.3

.57
(572.3)
.57
(572.3)
1569496.3
.36
(320.1)
.36
(321.0)
1569496.3
.07
(591.3)
.11
(591.1)
101520.1
.62
(534.5)
.62
(534.5)
1569496.3
.07
(759.0)
.26
(756.4)
49541.9
.59
(549.3)
.59
(549.3)
1569496.3

.57
(571.5)
.57
(571.6)
1569496.3
.34
(322.6)
.34
(322.6)
1569496.3
.07
(591.4)
.12
(591.0)
100737.9
.62
(534.6)
.62
(534.6)
1569496.3
.07
(758.7)
.25
(756.8)
51595.2
.60
(547.0)
.60
(547.0)
1569496.3

Public Safety
OLS
Juvenile
Crime

.12*

GWR
bandwidth
OLS

Teen
Idleness

.07

GWR
bandwidth
OLS

Schooltime
burglary

.07

GWR
bandwidth
OLS

Schooltime
robbery

.14*

GWR
bandwidth
OLS

Schooltime
larceny
Schooltime
assault

.25*

GWR
bandwidth
OLS

.05

GWR
Bandwidth

* p<.05
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CHAPTER 4: Voices from the Field: CBO Partners Explore Community-Level Influence
of Community Schools
INTRODUCTION
The power of community has been used historically to address major inequities and
injustices in the United States from civil rights to street safety measures to fair wages. The effect
of relationships and collaboration can move mountains. Recognizing existing institutions that
support the development of community social processes such as trust, common norms, and
networks to effect positive change should be appealing to policy makers, researchers, advocates,
and the public.
Community schools, a widely used model of education that links schools, students,
families, and communities to educate children and strengthen neighborhoods, has been proposed
as a tool to address the major inequities that exist in both educational and health outcomes.114
Their explicit mission is to have a population effect beyond just influencing the students
attending the school, a goal that other school models may not embrace. As educational
institutions, community schools emphasize academic success as a priority, but they also identify
multiple public health goals as priorities such as developing physically, socially, and emotionally
healthy students and families and safe, supportive, and stable school and community
environments benefitting residents with and without children. They aim to do this through
partnership(s) with community based organizations (CBOs) to provide programming and
philosophy that aim to meet the unique needs of the community in which it exists. 24 Community
schools, claim its proponents, result in “improved student learning, stronger families, and
healthier communities”.28,29
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As stated previously, health and educational outcomes are intricately linked:1,3,4 healthy
students do better in school2–4,8 and, over a lifetime, people with more education have better
health than their less educated counterparts.9,10 Several pathways have been proposed to explain
these reciprocal relationships, including the associations between education and wealth, higher
levels of social support and prosocial networks associated with more education, 16,17 and the
contribution of education and health to coping with stress. 18,19 The interactions between health
and education create a cycle of disadvantage: students in poorer neighborhoods have poorer
educational outcomes20–22 leading to poorer health outcomes later in life, 12,23 while at the same
time, students in poorer neighborhoods have poorer health outcomes 24 leading to poorer
educational outcomes than their wealthier peers. 25–27 Therefore, addressing both outcomes
simultaneously would be an effective and sustainable method to decrease inequities.
Community schools offer an opportunity to influence both education and health
simultaneously through community building processes unique to the needs of each individual
community. Despite the heterogeneity of services and characteristics, common elements exist
among community schools: a focus on education for children, families and community residents
including expanded opportunities for learning before and after school and on weekends; access
to health care through school based health centers or nearby community health and mental health
centers; opportunities for health promotion and wellness in such areas as food, physical activity,
sexuality education and services; and increased opportunities for partnerships with school and
community-based programs. Table 4.1 shows the range of programming that may occur at
community schools. While no one school provides all services, this list of programs and
partnerships show the extent to which community schools can be a public health resource for
children, families, and community residents.
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Available reports show community schools are effective in improving academic
outcomes, particularly for disadvantaged students. 65 Positive individual level outcomes
documented in peer-reviewed publications include improved academic achievement, 66–72
attendance rates,67,68,70–72 graduation rates,72 social behavior,70,71 and parent engagement.66,67,69
Positive school- and community-level outcomes that are documented primarily in the gray
literature include more use of school facilities, increases in community pride, and improvements
in neighborhood safety.73,74
However, many challenges exist in assessing the influence of community schools on
health and social characteristics (i.e., crime, public safety) of the communities in which the
schools exist and few studies have examined how community schools contribute to the wellbeing of the larger populations they serve. Although the community school model is defined in a
community context with goals that involve the health and wellness of the wider community, to
date most studies have focused on only educational outcomes of students.
Table 4.2 presents a framework composed of three consolidated processes combining the
overlapping pathways through which neighborhoods influence the educational and health
outcomes of residents. Fuller implementation of the processes - building trust,31–33,44,51,56,61,62
creating norms32,41–43,48–50,56–59,62 and linking to networks32,39,42,45–50,60 - have been associated with
better health and educational outcomes.30–36 These social processes have been suggested as
pathways through which community schools may influence the health and social characteristics
of their surrounding neighborhoods and thus the educational and health outcomes of the
neighborhoods.114
Very little research has been published that includes the voices of those most closely
involved in the implementation of the community school model and there are no known
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publications exploring how the model may influence the health and social characteristics of their
surrounding neighborhoods. The interviews with staff from community based organizations
(CBOs) that partner with community schools discussed here aimed to explore how the
community school model may influence building trust, creating common norms, and linking
networks in the communities surrounding the school buildings in New York City.
METHODS
The federal government has embraced the concept of targeting geographic areas for
multi-level change with the following initiatives: Promise Neighborhoods, Choice
Neighborhoods, Full-Service Community Schools, Promise Zones and the Every Student
Succeeds Act.29,74 New York City has taken particular interest in community schools. The Mayor
has employed the establishment of community schools as an initiative to increase equity
throughout the city. At the time of this study, NYC Department of Education (DOE) identified
173 schools as community schools.118
The possible relationship between community schools and neighborhood health and
social characteristics has never been investigated, therefore, qualitative research methods that
help to create a framework or theory for this relationship are fitting. 139 A series of semistructured interviews were conducted with staff from community based organizations in NYC
that are official partners according to the NYC DOE with 10 community schools. The study was
approved by both the Institutional Review Boards of the City University of New York School of
Public Health and the New York City Department of Education. All participants provided
consent for interviewing and audio-recording. All interviews were recorded, quick notes were
taken by the interviewer during the interview followed by further notetaking immediately after
the interview, and spot transcriptions were done when further details and quotes were necessary.
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The participating CBOs were all based in NYC and have been in existence or associated
with institutions that have existed in NYC for over 100 years. They all serve multiple schools,
both established and new community schools, at all instructional levels (grades K-12). One
organization serves only community schools in one neighborhood while other CBOs serve all
types of schools in multiple neighborhoods. All participating CBOs concentrate on areas of
poverty throughout the city. While all participating CBOs provide programming in schools, one
CBO also provides services to other age-groups in facilities outside of schools. One CBO
traditionally concentrates on mental health services, specifically trauma-informed counseling,
but has broadened its services by participating in the community school initiative.
Participants represented four elementary, one middle, and five high school public
community schools in four of the five New York City boroughs. These schools had poverty
rates ranging from 72% to 100%. Seven schools can be considered new community schools
(schools are identified as community schools through the Mayoral initiative) and three schools
can be considered to be established community schools as they followed the community school
model before the Mayoral initiative was begun.
The interview protocol (Appendix 2) was developed with both open and closed questions
to guide discussion about the possible influence community schools may have on the health and
social characteristics of the neighborhood that surrounds the school building. Every interview
began with a series of Likert scale questions informed by the Social Capital Community
Benchmark Survey140 developed by The Saguaro Seminar, an initiative of Robert Putnam at the
John F. Kennedy School of Government at Harvard University, and the surveys created for the
Project on Human Development in Chicago Neighborhoods headed by Sampson and
colleagues.141 The guide was used as a suggested order of questioning though the actual order
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was based on the flow of conversation and not the written protocol. Suggested questions were
grouped into categories to investigate the relationship between the CBO and the school and the
relationship between the CBO and the neighborhood. The protocol was reviewed by qualitative
research experts and piloted with a NYC Community School Director. Adjustments were made
to the protocol based on all feedback. Interviews took place in the summer of 2016 and ranged
from 40 to 60 minutes. Individual quotes were collected through spot transcription when they
added particular emphasis and emotion.
The recordings of the interviews were listened to multiple times, the first time for
comprehension and subsequent times to create a written summary and spot transcription was
done by the author. Through study of the summaries regarding the first eight schools, recurring
categories were identified after multiple reviews. The author analyzed the final two interviews
in the same manner but applied the suggested categories to be sure they were comprehensive,
accurately defined, and appropriately labeled. After the categories emerged, further analysis of
the summaries and spot transcriptions revealed more specific themes within each category; each
interview was reviewed for these themes and specific instances of each theme were listed from
the interviews in an organized spreadsheet. Special attention was paid to how participants
discussed trust, norms, and networks pertaining to the community school model.
RESULTS
Analysis of the recorded audio interviews revealed distinct categories explaining ways
that participants believe community schools influence the health and social characteristics of the
neighborhoods in which they exist. Further analysis revealed specific themes within each
category that advanced the hypothesis that community schools can be influential in building
trust, creating common norms, and linking networks in order to improve the health and social
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characteristics of their neighborhoods. Three main categories of how this impact takes place
emerged: Defining Expectations and Obligations, Means to Meet Expectations and Obligations,
and Consequences of Space, Time, and Staff.
Defining Expectations and Obligations
Participants explained many instances in which the community school model provided
the opportunity to teach parents what they should expect from schools, particularly addressing
the health of students, parents, and the community. The relationships that were built between the
CBO and the parents also permitted frank discussions about realistic and appropriate obligations
parents have to schools. The following themes emerged further detailing how these expectations
and obligations pertaining to health are defined:


“You help my child, I trust you”



Developing parental norms



Meeting parent needs
“You help my child, I trust you”. In order to even begin a relationship with parents and

the community, the CBO must prove to be a trustworthy and reliable organization. This takes a
great deal of time and energy but once established, it opens many pathways to supporting parents
and assisting them with their needs. Most participants made statements about the trust starting
with services to the student. For example:
a big part of that is the outreach to the parents… so it gives the opportunity to say ‘I’ve
been working with your child’ … if you have someone who you know is working with
your child and you feel they are making a positive influence in their life you’re more apt
to come in… and that kind of opens you up… because the trust starts to be built not just
with the child but with the whole family.
By proving themselves to be responsive and helpful to the students, the CBOs earn trust
which is “not only affecting the students in the school but it’s affecting the parents which
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ultimately affects the whole community… you know, it’s a domino effect”. This is seen as the
first step to having an influence on parents and the community.
Developing parental norms. Community schools were described as valuable spaces to
teach parenting skills and to shape parental expectations so that “parents begin to think
differently about what they can expect from schools”. By providing partnerships and services
such as vision and dental services, parents and, in turn communities, were encouraged to think
“maybe I should expect more from [my child’s] school” and “by creating a shared vision… we
are able to create shared norms”. One participant who works with an elementary school spoke
extensively about the opportunity that community schools have to teach parents about their role
as a parent of a school-aged child and, through the services that are provided, particularly health
services, parents are taught what preventive measures are necessary:
a lot of parents and kids this is the their first time doing school ever… so if you’re in a
place and I'm helping you from the beginning… ‘you need to be here on time, you need
to dress your kids like this, you need to do x y and z, you know, we have these resources
for you if you want to do this’ you're helping people grow. Schools help kids grow, why
can't we do that for parents too?
Interview participants believed that parents of adolescents have lower rates of parent engagement
"not because they don't care for their children [but] because they don't have the tools that they
need… [and so] we always have something for the parents to come in as well,” with these
services mainly focused on communication skills to use while talking with their adolescents.
Participants described their ability to build trust between parents through revealing and
creating common norms. Parents discover commonalities with other parents and therefore attend
more events or feel more supported: “[through participation in parent groups] anecdotally I think
a lot of the parents are starting to recognize what’s normal for asthma, what’s normal for
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attendance… those are the things that are changing” and “fathers were saying, ‘oh I didn’t know
you felt this way or you felt this way’… parents start talking, ‘I have that same issue’”.
Meeting parent needs. Participants described community schools as being particularly
responsive to parental needs and “giving them what they’re asking for”. One participant said, “I
think communities want different things… I think it’s more so listening to what parents want”
that leads to successful community relationships. For example, community schools in
neighborhoods with low English proficiency levels and low education levels described their ESL
and GED courses that they offer to the community because
a lot of our parents don’t speak English, a lot of our parents didn’t graduate high
school… I want to say it’s starting off small but these are big things … we can help the
neighborhood because of the population and the demographic we serve, these are some of
the things that are absolutely needed.
Parents know they can come to the school for resources and this is seen as “a big way that
[community schools] connect to the community” because “we give them what they need”.
Means to Meet Expectations and Obligations
Participants shared anecdotes of services and resources the CBO provided in
collaboration with the school to meet the expectations and obligations of the parents and schools.
These examples ranged from health fairs to official relationships with government agencies to
meet the needs identified by parents as well as the aforementioned expectations and obligations.
Themes within this category emerged as:


Health workshops and education



Access to care



Services for special populations



Empowering parents
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Health workshops and education. Many CBO staff members specifically recalled
hosting health fairs for the community at large that introduced community members to unknown
local resources. This also was said to facilitate collaboration between resources who did not
previously know each other. Other specific health workshops or programs that were mentioned
addressed financial literacy, vision services and provision of eyeglasses, dental services, asthma
workshops, adult fitness classes, and vocational training.
Access to care. CBO staff highlighted the fact that CBO partnerships assisted in
developing access to local health clinics or founding school based health centers (SBHCs). These
were seen as integral to the health and wellness of students with the potential of influencing
parents and community members. One participant excitedly described how it is easy to connect
students and families to services but difficult to ensure follow through, but with their newly
established SBHC they will be able to help “kids [get] their vaccines which inhibits kids from
getting to school if they don’t get them” and went on to explain that
one of the biggest challenges we have [is] we can connect mom to health or mental health
services in the community but… often the kid is going to go on their own…. And we just
don’t have the capacity to accompany every kid to every appointment… us walking them
down the hall to the clinic and advocating in person is going to be hugely helpful to them.
An additional benefit of an SBHC, even though the medical personnel were not permitted to
serve family or community members yet, was the seen to be the ability of SBHC staff to assist in
making a referral to a colleague for a family or community member when necessary: “if they can
at least triage and call a peer… that’s incredible.” Another participant discussed how the vision
and dental services that are provided teach parents what services are necessary for their child and
where they can access these services.
Services for special populations. While some participants were critical of government
agency involvement in the schools, many participants identified partnerships and liaisons with
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social service agencies as critical to their success in influencing students, families, and thus
communities. Multiple participants discussed the great value in having direct liaisons with the
NYC Human Resources Administration and the Department of Homeless Services. These
organized and official relationships that existed because of the community school model helped
serve students and families so that the schools themselves could concentrate on academics and
the CBO staff could address other barriers to learning such as attendance, transportation to
school, and parent empowerment. These types of systems allow the community schools to be
seen as effective resources: “if we have a parent who needs help with benefits we can call the
office….and they don’t have to wait in line”. Because of the mayoral backing of the community
school model, the city government is “creating this liaison structure in some of the most critical
departments that help the needs of the communities and the community schools” which will
assist these schools in having an effective influence on the larger community.
Participants discussed the positive influence the community school model can have on
special populations such as students and families struggling with homelessness or transitional
housing. CBO-partners of community schools are able to identify and provide particular
attention and appropriate assistance to students and families dealing with homelessness or
transitional housing. Several participants spoke of the importance of providing food to the
homeless students whether it is through additional snacks when requested, backpacks of food for
the entire family, or formal foodbanks that are established in the school. One participant shared
we had two kids we couldn’t get in touch with Mom… Mom didn’t have money for card
fare… she could only afford to take [the subway] one way. She would take the kid to the
stop where the school was and the kid would never make it to school… once we were
able to get to Mom, not only were we able to give Mom card fare… we had a person
meet her at the train at 7:30, Mom would hand the kid off to him and he would walk the
kid to school.
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Empowering parents. Parent empowerment was described as an opportunity unique to
community schools: “we [community schools] do a lot of hand holding by providing resources to
parents in the school so we try to tweak our model to actually give parents the agency and help
empower them to do for themselves. Whenever possible having them do for themselves…”.
Another participant explained, “parents want to do something… the goal is to get them to take
the lead in doing some of this… to get the parents to a place where they can really [take charge
of things]”. For example, by providing workshops on how to talk to your child “it teaches them
you have the power to really talk to your own child to make a difference". Most participants
discussed empowerment and self-efficacy as an ultimate goal of the partnerships between the
school and CBO so that if and when the official partnership is over, the community will continue
to benefit from their work.
Interviews revealed that community schools provide an opportunity for parents to make
real change in their neighborhoods. Because community schools are tasked with knowing the
assets and challenges of their neighborhoods, they can consciously work to overcome
community-level barriers. One participant shared a story of how a parent collective overcame
traditional rivalries to improve the public safety of their neighborhood:
By no means is it a whole new neighborhood [but]… we literally had to have armed
guards at our first parent event… the school is in the center of a four block radius of
public housing. The school is in a world unto itself… it’s like the wild wild west. It is all
gang violence… that is the neighborhood. That’s where we had the 40 parents involved…
coming from the four developments… that is insanely exciting… the school is a safe
place now… the first fire drill there were gun shots… there is kind of this protective layer
now surrounding the school… the community is making sure the kids are safe coming to
and from school.
Consequences of Additional Space, Time, and Staff
The community school model places additional staff in a school building with a mandate
to offer increased services and resources. This increase in staff, in theory, allows for more
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programming (time and space) during which trust, common norms, and networks can develop.
Time was identified as both an explanation (related to staff numbers) for influence and a
significant concern of all participants pertaining to the ability of these schools to sustain the level
of influence and change that has already developed.
Themes within this category that emerged were:


Increased staff



Networks



Treading lightly



Sustainability
Increased Staff. In a very practical sense, most participants identified the increase in

sheer staff numbers as a dominant explanation for how community schools may influence the
neighborhood in a more substantial way than traditional school models. Participants spoke of
their ability to “bring on more staff members… social workers”, have “extra support staff that
just fits in that aren’t on their payroll” who can “be on the front lines” and organize the many
resources and people outside of the school building who can help students reach the schools’
definitions of success.
Networks. As previously stated, the additional staff in community schools permit more
time and space for programming. Networks are able to develop among parents from interactions
during this programming such as the previously quoted fathers’ group during which common
norms were discovered and the parent collective that provided space for rival gang members to
join together as parents for a common cause of safety of their children. One participant shared an
example of a conversation with a parent group about ways to get students to school on time that
exemplifies the formation of trusted networks through community school efforts:
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they have a community within each other… I said, ‘you all live across the street, what if
you have a walk pool?’ A lot of parents said they don’t trust anyone else with their kid.
But out of that group [participants in a parent group organized by the community school],
they say ‘oh I only trust my kid with [named another member of that group]’ … so trust
has been built out of that.

Treading lightly. Community schools must tread consciously in the neighborhoods.
Many participants mention needing to “tread lightly…know the kind of neighborhood we’re in”.
For example, understanding and acknowledging the “war zones” the students travel through to
reach the school building, inviting the drug dealers to participate in events in order to build a
relationship with influential neighborhood players, being conscious of perceptions about being
linked to law enforcement, and understanding how the local housing developments interact with
one another were all scenarios described by participants. Other participants discussed the need to
understand the demographics of the neighborhood in order to judge success:
I feel a successful relationship would be where parents and community members feel
open to coming in and asking for help… I know, especially in African American
communities coming in and saying ‘I need help with x y and z’ is not really a thing that
we (African Americans) do. If someone can come in and say I’m in a shelter and I need
assistance… that is huge.

Sustainability. Almost all participants described their progress in the school and
neighborhood as a “process” and most often a “slow process” regardless of how long the school
has been a community school or presence in the neighborhood. One participant put it best when
they said,
We are in a school reform climate where people expect things to be done yesterday and it
just does not happen… [the community school model] catalyzes a redesign, the slow
process of a redesign of the school systems and structures so that it becomes more open
and accommodating to the community as a whole.
Participants felt that much of the evaluation of the model’s progress thus far was unfairly
reported because “these kinds of initiatives don’t happen in a year… identifying and trying to
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mitigate some of the obstacles to getting to school and being capable of paying attention don’t
happen in a year.”
Sustainability of the partnerships and resources established for the community was seen
as a goal for every participant interviewed. Regardless of the amount of time a school had been
present in the neighborhood or a CBO had been active in a neighborhood, every participant felt
that services and resources would decline or disappear if the CBO was suddenly removed from
the neighborhood. Schools that are tied to the Mayoral initiative were particularly aware of the
limited timeline they were working with: “…and with this initiative because it’s tied to the
Mayor, there’s the possibility or the potential that the funding and the support for this initiative
will leave with him.” The fear of wasted time and energy in establishing these neighborhood
connections spurred participants to empower school staff, parents, and fellow CBOs to lead
initiatives that will support the sustainability of their efforts; for example, establishing functional
parent groups that can run events, encouraging school staff to continue the existing community
outreach levels and allow the CBO to enhance these efforts rather than replace them, and create
networks with other neighborhood resources that can become established partners within the
school and community.
DISCUSSION
Social processes of building trust,31–33,44,51,56,61,62 creating norms32,41–43,48–50,56–59,62 and
linking to networks32,39,42,45–50,60 have been shown to be influential pathways to improve both
educational and health outcomes of neighborhoods. The participants’ descriptions of their
experiences, anecdotes, and insight support the proposition that community schools are a viable
strategy to support these pathways to create synergistic positive change in neighborhoods.
Through analysis of the interviews using grounded theory, I propose that community schools are
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poised to effectively influence the health and social characteristics of their neighborhoods
primarily through building trust among parents and between parents and the school. The trust
created by the community school philosophy both builds and is built by common norms and
networks. This challenges the separation of these social processes and instead presents a more
fluid relationship among the social processes presented in Table 4.2.
The interviews conducted for this study reveal three primary ways that the community
school model builds trust, creates common norms, and links networks: by defining expectations,
providing the means to meet these expectations, and providing additional space, time, and staff.
Trust can be defined in many ways. Bryk and Schneider 142 define three distinct types of
trust: organic, contractual, and relational trust. They identify relational trust, based on social
exchanges between players with set roles, as the key to effective schools.142 Each player has a set
of obligations and expectations and trust is built when these are met; however, if players’
obligations and expectations do not seem to be met, other parties can withhold support and the
trust is severed. While roles appear to be defined within the power structure of a school, the
roles are, in fact, dependent on each other. For example, a principal may be seen as the most
powerful player, but their initiatives cannot be successful without the trust of the teachers; and
while the teachers may be seen as more powerful in the school setting than parents, teachers
cannot be successful without the trust and support of the parents. 142
Sampson proposes that trust is built through common norms developed as people interact
with one another, witness interactions of others, and anticipate future interactions.31 The
interviews described here support both theories and suggest that the interactions identified in
Sampson’s theory largely take place during the initiatives described to meet the defined
expectations explained in Bryk and Schneider’s theory. The interviews indicate that community
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trust is built primarily by way of the school/CBO-parent trust; therefore by addressing
school/CBO-parent trust, the school/CBO-community trust is also being addressed.
Defining Expectations and Obligations
Interviews revealed that CBO-partners are seen as an “objective third party” that is “just
trying to help the kids” and therefore can assist the staff, administration, parents, and community
at large without suspicion of ulterior motives. This gives community schools a unique
opportunity to define the expectations parents should have of schools and the obligations that
parents have to the school. CBO staff inform parents of services and information that schools
should provide, including health services and preventive measures, through formal means such
as parenting classes or informal conversations during student pick-up or drop-off times.
Community schools also listen to parents’ requests and needs to ensure the expectations meet the
actual needs of parents and the community.
Interviews revealed that community schools also inform parents in a similar manner of
obligations they (parents) have to the school. These obligations include participation in parent
associations, use of preventive services to ensure their children are healthy, and regular
attendance of their student. Interview participants often described parents as not having the
proper information, as opposed to the common belief that parents are disconnected or
uninterested in their child’s education. By identifying the expectations and obligations between
the parents and the school, community schools are providing the first tool, knowledge, to
encourage parents to use the services and resources provided by the community school.
Means to Meet Expectations and Obligations
CBO-partners are able to define the expectations and obligations between parents and
schools and are also able to provide the means to meet these expectations and obligations
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through health workshops and education, access to care, and services for special populations. As
parents and CBOs create this “shared vision” of a community school that provides services and
resources for parents as well as students, the CBO is simultaneously offering these services and
resources to the parents and empowering parents to be involved in their child’s life, the school,
and the community. For example, as parents learn about the importance of vision screening,
their child is being screened and provided eyeglasses. Similarly, as parents are learning that they
should expect the school to offer resources to further their own education such as ESL classes in
order to assist their child with homework, the CBO is offering ESL classes on a day that was
found to be convenient for most parents, and empowering them to take advantage of this
resource. Similarly, the obligations that parents are taught they have to the school are made
possible by the CBO. For example, parents are obligated to have their child attend school; when
this becomes impossible due to homelessness or insufficient funds for transportation, the CBO
creates collaborative systems with the parent to ensure the child reaches the school building.
Consequences of Additional Time, Space, and Staff
Community schools are able to build trust among parents and between parents and
schools because they have additional staff which then increases the time and space that can be
used to address the non-academic barriers to education that traditional schools must often
overlook. With this time, space, and staff, community schools create and support common
norms such as valued education, healthy habits such as use of preventive services, and parent
engagement. Regular programming and services allow the development or discovery of
common norms among parents, which in turn builds trust, by creating the space and time for
interactions, witnessing interactions of fellow parents and school staff, and anticipating future
interactions with parents and school staff.31
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Community schools are also able to provide resources and programming that address the
unique neighborhoods in which they exist. Because of additional resources, community schools
have the ability to reach out to the larger community and learn about the specific assets and
challenges of the area to then ensure these are being appropriately addressed. Community
schools, through the CBO partnership and resources, are able to address deeper social
characteristics within the neighborhood that influence the health and education of their students
and families such as drug use, drug dealing, crime, and safety.
However, many community schools, specifically those tied to the Mayoral initiative, see
time as a major obstacle. Sustainability of their efforts is an ever-present concern for interview
participants. If funding is taken from these schools, the relationships and resources created
through the CBO-partner were predicted to collapse, putting pressure on CBO-staff to find
creative ways to increase the sustainability of their efforts.
This study provides a glimpse into how the community school model influences trust
between multiple parties and how this trust may influence the health and social characteristics of
the surrounding neighborhood. This study cannot be interpreted as causal but does suggest the
need for further research into how this trust may influence the neighborhood. New York City is
unique in the way that schools often serve students and families who do not live in that
neighborhood which could affect how influential a school can be if their student body doesn’t
represent the neighborhood. This study is also fairly one-sided as it only includes CBO staff and
does not include the voices of school personnel or community members. Attempts were made to
include school personnel but these attempts were unsuccessful.
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CONCLUSION
Community schools are able to influence the parent-school relationship by guiding the
expectations of both partners while also providing the means for the expectations to be met.
Through this balance of expectations, trust is built on common norms, networks are developed,
and community schools are able to provide resources and programs. If given an adequate amount
of time, these social processes could improve both health and educational outcomes of the
neighborhoods. Glimmers of change have already been reported with the aforementioned
examples of improved public safety, common parenting norms and expectations, and increased
networks within communities. Through this built trust, community schools can be viewed as a
public health opportunity to influence the health and social characteristics of the neighborhoods
in which they exist.
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Table 4.1 Community School Programming and Activities117,118
Extended Education
Before school programming
After school programming
Weekend programming
Summer programming
ESL
Parenting classes
Career education
Adult education classes
Community service
Computer classes
Literacy classes
GED classes
Leadership training
Early childhood programming
Health Care Access
Clinic access
Insurance enrollment
Mental health services
Vision care
Dental care
Medical referrals
Immunizations
Opportunities for Wellness
Nutrition and cooking classes
Sports/recreation – child and adult
Family counseling
Youth development activities including family life/human sexuality workshops
Teen pregnancy prevention programming
Substance abuse prevention counseling
Crisis intervention
Case management
Other
Legal advice
Internships/entrepreneurships
Information on emergency assistance, food, housing
Employment assistance
Tenants’ rights information
Immigration advice
Grandparent/senior involvement
Community clean-up projects
“peace teams” with local police
Community advocacy support
Leadership training

Based on authors’ experience and Coalition for Community Schools. Community School Models
2009.
http://www.communityschools.org/assets/1/AssetManager/Community%20School%20Models20
09.pdf and Children’s Aid Society. Building a Community School. 3rd Edition. New York, NY;
2001. http://www.childrensaidsociety.org/publications/building-community-school-completemanual
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Table 4.2 Neighborhood mechanisms affecting health and education
Mechanism

Social
ties/interactions

Effect
Neighborhood mechanisms affecting education
Parents’ and neighbors’ availability
Enforces norm of valued education; Normalizes
and willingness to regulate norms and educational achievement and activities made possible
behaviors of neighborhood children.
by education through role modeling (i.e.,
professional careers)
The monitoring or sanctioning of
Regulates norms and values such as attending school
certain behaviors that maintain social
during school hours (not skipping school), valuing
order according to shared norms and
education, striving for academic achievement – for
values of the neighborhood
example, a non-parent reporting a child who is
skipping school or confronting the child.
Networks that exist among residents
Provides opportunities for internships, jobs, role
or between residents and others
models; provides resources and networks to aid
outside of their neighborhood
accomplishing educational and life goals
Understanding and witnessing the
Encourages dedication to education; links a student’s
value of education; linking academic
current self (as student) to future self (successful
success with life success such as
professional)
financial stability
Neighborhood mechanisms affecting health
Social capital, a resource realized
Support networks decrease the negative effects of
through social relationships
traumatic events.

Norms and
collective efficacy

Mutual trust and shared willingness to
intervene for the public good

Institutional
resources

Quality, quantity, and diversity of
institutions in the community that
address the needs of youth (i.e.,
libraries, schools and other learning
centers, organized social and
recreational activities, medical
facilities)
Land use patterns and distribution of
daily routine activities affect
children’s well-being

Collective
socialization

Social control

Social capital

Differential
occupational
opportunity

Routine activities

Definition

The willingness of residents to intervene enforces
healthy norms; improves safety of neighborhood,
particularly for youth
Determines to what resources children and families
have or do not have access that support health and
healthy choices and behavior















Influences the types of people (positive or negative)
with whom residents interact; could influence role
models, behavior, choices




Trust
norms and collective
efficacy (health)
social control (educ)
Institutional resources
(health)
Routine activities
(health)

Norms
collective socialization
(educ)
differential
occupational
opportunity (educ)
social ties/interactions
(health)
Institutional resources
(health)
Routine activities
(health)
Networks
social capital (educ)
differential
occupational
opportunity (educ)
social ties/interactions
(health)
Institutional resources
(health)
Routine activities
(health)
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CHAPTER 5: Conclusion
The concept of community schools has existed in the United States for over a hundred
years and has recently gained popularity. While seen as primarily an educational model, when
looked at through a public health lens, community schools have the potential to influence both
neighborhood educational and health outcomes. An existing institution as a solution to such
pervasive inequities should be appealing to educators, health professionals, politicians, and
activists.
The research presented in this dissertation highlights some current successes and
challenges experienced by the recent influx of community schools in New York City created by
a mayoral mandate to increase the number of community schools in New York City. This
mandate was built on the fact that NYC already has a strong community school presence
throughout the city that has shown promise in increasing educational equity, though most of this
evidence is anecdotal. However, this dissertation also presents an additional method of assessing
community school potential and success: as a public health tool to improve the health and social
characteristics of the neighborhoods in which the schools exist.
While less widely reported, community schools show promising health outcomes. The
community school model aims to influence the wider community though to date most studies
have focused solely on educational outcomes for students and few have examined how
community schools contribute to the well-being of the larger populations they serve. Aspects of
the programming that are common to community schools interventions such as school-based
health centers79 and substance abuse prevention,80,81 have been shown to be effective in
improving health outcomes. Additionally, any improved educational outcomes also improve
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lifetime health.9–15,66–72 The research presented in this dissertation supports the potential
community schools have to influence the health of neighborhoods.
The research conducted for this dissertation is predicated on the idea that community
schools provide the time and space for social processes of building trust,31–33,44,51,56,61,62 creating
norms32,41–43,48–50,56–59,62 and linking to networks32,39,42,45–50,60 which have been associated with
better health and educational outcomes. The argument that “neighborhood matters” is presented
in the introduction and is a common theme throughout the articles. However, when examined in
the aggregate, this research confirms that neighborhood does matter but so do trust and time.
The research presented in these three articles can be explored through four domains and their
interaction with health: Education, Place, Trust, and Time. The relationship among these four
concepts offer a suggested framework through which the community school model should be
developed to offer the greatest chance for community schools to reach their full potential to have
a beneficial impact on the educational, health and social characteristics of their students, families
and neighborhoods.
EDUCATION AND HEALTH
The community school model has shown improved educational outcomes. Available
reports show community schools are effective in improving academic outcomes, particularly for
disadvantaged students.65 Among the positive individual level outcomes documented in peerreviewed publications are improved academic achievement, 66–72 attendance rates,67,68,70–72
graduation rates,72 social behavior,70,71 and parent engagement.66,67,69 The positive school- and
community-level outcomes that have been attributed to community schools, primarily in the gray
literature, include more use of school facilities, increases in community pride, and improvements
in neighborhood safety.73,74
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The link between education and health, along with poverty, creates a cycle of
disadvantage that is difficult to break (see Figure 5.1). As previously stated, students in poor
neighborhoods have worse educational outcomes20–22 leading to worse health outcomes later in
life. 12,23 At the same time, children in poor neighborhoods have worse health outcomes 24 leading
to lower educational achievement than their wealthier peers. 25–27 Community schools,
concentrated in urban areas, have the potential to create cycles of advantage, leveling the playing
field for students, family, and entire communities through improving educational and health
outcomes.
However, policy makers, researchers and educators have focused their attention on the
academic outcomes of community schools, leaving health as a less recognized and less
understood goal. The essential components of community schools defined by the Mayor’s
Office identify only two strictly health components and none of the anticipated outcomes are
focused on health, thus making health appear to be less of a priority (see Chapter 2). It is
understandable that academics are of great concern to schools but by paying more explicit
attention to health, the comprehensive benefits of community schools could be more fully
recognized.
Chapter 2 further explores this mismatch of priorities and expected academic outcomes.
None of the essential components had an impact on the rates of success, parent engagement or
chronic absenteeism as expected and, in some cases, these components appear to be negatively
associated with the outcomes. However, as presented in Chapter 4, one of the ways that
community schools are seen as influential or having the most potential for influence is through
the education of parents. This includes health-focused workshops but also through educational
pursuits such as GRE classes, ESL classes, and job training. By narrowing the anticipated
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outcomes of community schools to student-level or school-level characteristics (i.e., test scores,
graduation, attendance), the cumulative impact of community schools may be overlooked. For
example, by educating parents and the broader community, students are still influenced as the
norms supporting the value of education become more prevalent and the trust in the school and
its staff and faculty increases. All parties benefit.
More broadly, the links between education and health suggest that improvements in
health will lead to improvements in education. As one interview participant stated, “school is so
much more than reading and writing.” By only measuring the traditional academic outcomes, the
essential components and their anticipated outcomes miss the variety of pathways through which
community schools are influencing students, families, and communities. In Chapter 2,
established community schools are shown to have better rates of success and chronic
absenteeism, however, the essential components listed do not appear to be associated with these
outcomes. There must be other influences that are not being accounted for. The results
presented in Chapter 4 strongly suggest that trust could be this influence. Trust is a social
process that has been linked with both positive health and educational outcomes and was the
most identified process by interview participants through which student, family, and community
benefit may exist. Repeatedly, parents were described as commenting if “you help my child, I
trust you,” “communities tend to trust schools” and the like.
An important goal of the community school model is to meet the unique needs of the
community in which it exists by capitalizing on that communities’ assets and simultaneously
providing resources to meet the deficits. By establishing a list of essential components such as
the comprehensive list published by the Mayor’s Office, it is possible that this aspect of the
model is lost. By placing priority on such an extensive list of essential components, perhaps the
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ability of a school to concentrate on the documented, specific needs of their own community are
being diminished through competing priorities. Chapter 3 highlights that characteristics specific
to certain geographic regions may impact the influence of community schools on their
communities, further supporting the potential of a flexible model that is able to prioritize unique
needs with unique resources to improve educational and health outcomes.
PLACE AND HEALTH
Supporting Sampson’s statement that “community-level prevention that attempts to
change places and social environments rather than people may yield payoffs that complement the
traditional individual-specific approach,”30(pS61) it is clear that neighborhood characteristics are a
factor in the influence the community school model may have on its surroundings. Past research
has shown that higher levels of neighborhood trust, common norms, and networks are associated
with better health31,47,51,56,57 and educational32,48,58–60 outcomes.
While the traditional regressions that were conducted looking at the relationship between
health and social characteristics of neighborhoods and density of established community schools
presented in Chapter 3 did not produce many statistically significant results (the exception being
the positive relationship with HPV vaccinations), the Geographically Weighted Regressions
(GWRs) that were conducted revealed spatial nonstationarity of a number of health and social
characteristics. This means that the relationship between the dependent variable (the health or
social characteristic) and the independent variable (density of established community schools)
fluctuates in different regions of the city. This fluctuation often ranged from a negative
relationship to a positive relationship indicating that either important variables are missing in the
equation or that the different regions in the study, in this case NYC community districts, have
substantially different characteristics that influence these relationships.
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A notable difference between the community districts that more often exhibited the
expected relationship between the density of established community schools and the health or
social characteristic of interest (for example, a negative relationship between density of
established community schools and rates of larceny) and the unexpected relationship (for
example, a positive relationship between density of established community schools and rates of
larceny) is the concentration of high poverty rates and homelessness. Expected relationships,
particularly with youth health outcomes or characteristics, occurred more often in Northern
Manhattan and the South Bronx, an area that includes many community districts characterized by
the highest poverty rates and concentration of homeless shelters in NYC, and unexpected
relationships occurred most often in other areas that do not have that concentration of poverty,
such as much of Brooklyn and Queens. Community schools are possibly particularly well-suited
to identify and address youth health concerns in areas of extremely concentrated poverty and
transient populations. The community school model could possibly meet a need that is
particularly widespread in these neighborhoods and the model may be especially effective with
these populations. For example, Chapter 4 explains that trust is a major outcome of community
schools’ efforts. Perhaps areas of concentrated poverty and homelessness are severely lacking
this trust. Community schools may create the necessary bridging networks with social service
agencies that allow residents to take advantage of local, helpful and healthful resources for their
children that are missing in other neighborhoods. However, the presented research shows that
adults do not appear to take advantage of the services and resources often provided by
community schools as seen, for example, in the positive relationship presented in Chapter 3
between some measurements of community school density and avoidable adult hospitalization
due to asthma and flu vaccination rates. Perhaps transient populations and populations living in
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concentrated poverty use their limited time and resources to ensure the health of their children
while not addressing their own needs or the outcome data is skewed by transient populations
moving in and out of the area without being properly accounted for. While this discovery does
not explain the geographic variance, it does suggest that further research should be conducted to
realize why community schools may be particularly effective in these areas for youth but less so
for adult populations.
One hypothesis that emerged from Chapter 4, is that the awareness, knowledge, and
acknowledgement of the type of neighborhood (place) within which a community school exists
may explain why community schools appear to have a greater influence in areas of greater
concentrated poverty. This acknowledgement of the realities of the neighborhood allows them to
confront and combat the realities that the students, families and community members face on a
daily basis. One participant explained that knowing the “war zones” through which students must
pass to get to school helps them to assist students in “taking the walls down” once they do arrive,
thus making their experience at school as successful as possible. A further example addresses the
drug and alcohol use that is publicly present in many of the neighborhoods. Instead of turning a
blind eye or merely offering anti-drug education, community schools make an effort to include
people involved in the root of the problem, such as the known drug dealers in the neighborhood
or people with past involvement in that lifestyle, by including them in their offered resources.
Community schools can also influence the public safety of the surrounding area.
Findings presented in Chapter 3 show that the incidence of larceny during the school day is
lower in Northern Manhattan and the Bronx where there is a high concentration of community
schools. This is perhaps due to people entering and exiting the school building due to high levels
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of programming throughout the day and evening, providing supervision and watchful eyes
throughout the entire day.
Community schools also allow for parents who are the direct connection to the
community at large to identify themselves as parents of students rather than other more divisive
identities based on where they live or with whom they associate. This common identity as
parents encourages them to work together for a common purpose. This can bring together people
from rival areas (such as rival housing developments) that has traditionally resulted in conflict
and violence and provide a method and pathway to bonding networks that support collaboration
and community improvement. Through one parent coalition in East New York, parents who
traditionally did not get along due to where they live came together and created noticeable
change in the safety of the area directly surrounding the school. Anecdotally, violence decreased
in the area due to the parent coalition. Two year ago at the beginning of the community school,
gun shots were heard during a fire drill while all K-8 students were outside the school building.
Similar situations have not occurred since the founding of the parent coalition.
Community schools have the ability to change the social environments in which they
exist; this school model looks beyond the traditional academic challenges that the students face
and acknowledges the well-known but often overlooked barriers to learning that exist in their
unique neighborhoods, particularly in areas of concentrated poverty. This could be the
explanation for why the GWRs performed better than global estimates when exploring the
association between measurements of community school density and HPV vaccination rates,
avoidable asthma hospitalization for children, and larceny incidence during school hours as
described in Chapter 3.
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TRUST AND HEALTH
While place matters and differences in place certainly appear to be an influence in the
results that community schools can produce, the partnerships through which community schools
do their work are integral in their ability to build the trust with students, parents, and
communities. The ideal community school is seen as the hub of the neighborhood, providing
resources for communities to be empowered and successful. In poor neighborhoods, these
resources are intended to level the playing field for residents. Community schools are tasked
with organizing these resources to be available to the residents and trust influences the level of
attendance at and participation in these resources.
Community schools were consistently described as creating trust between parents,
between parents and the school, and between the community and the school because the school is
able to provide what the people need most. The partnerships that develop through this model of
education allow the schools to provide the most basic needs such as food and shelter which are
known barriers to positive education and health outcomes. Through the provision of resources
with these organized partnerships, community schools are building the trust that supports
common norms and links residents to networks – proven pathways to improved educational and
health outcomes.
The partnerships that are inherent to the community school model allow staff to offer
students, parents and community members access to the resources that are unique to their own
community, building the trust that can influence educational and health outcomes. This heralds
back to the ability of community schools to truly know the deep barriers to educational success
and good health that are present in the communities in which they exist. By viewing schools’
commitment to students through a wider lens that includes the known but often unaddressed
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health factors, community schools are, as one interview participant explained, “a catalyst to
redesign the mindset of school structure and design so it becomes more open and
accommodating to the community as a whole”.
The challenges that community schools are combatting are not new and they are not
mysteries. Parents and community members request ESL classes, GED classes, social service
assistance, housing resources, legal services, food and job training. These are common needs in
areas of poverty and programs and services already exist to ameliorate these challenges. The
community school model uses an existing institution – schools – in a non-traditional way to
serve a wider audience but still also positively affects the students within their walls. Similarly,
community schools are beginning to use other existing institutions in a new way to serve a wider
audience. For example, a liaison system is being established between many of the NYC
government agencies that can benefit the populations nearest community schools such as the
Department of Homeless Services (DHS) and the Human Resources Administration (HRA). The
new way these agencies are being used was identified as one of the most important ways that
community schools can influence the surrounding community by CBO staff in Chapter 4.
While these agencies were described as notoriously difficult to work with, established
connections through the Mayor’s official community school initiative are easing the
collaboration and opening new and effective methods of communication and action.
“Communities tend to trust schools”, therefore increasing the potential for these collaborations to
be successful. As these agencies are seen as more accessible and user-friendly, community
members may be more likely to take advantage of their resources. In the coming years, this
could influence the finding presented in Chapter 3 that areas with higher concentrations of
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community schools have lower enrollment rates in social services than areas with lower
concentrations.
TIME AND HEALTH
The presence and use of time is paramount in the development and the influence of the
community school model. The results presented in Chapter 2, suggest that community schools
that have existed for two or more years (before the Mayoral initiative began) have lower rates of
chronic absenteeism and higher rates of success (measured as aggregated passing scores on state
math and English Language Arts (ELA) standardized tests or high school graduation rates) than
the schools that have just become community schools in the past two years when stratified by
instructional level (elementary, middle, high school).
Of particular interest is that established community schools reported offering community
services 5.99 times more often than new community schools (p<.05). The interviews presented
in Chapter 4, support this finding as the CBO staff from established schools were able to identify
many services that were provided to the community while some of the new community schools
identified this as a future goal. One interview participant from an established community school
stated that parents “know they can get answers here” and that they (the community schools) are
particularly “perceptive to what parents need and give what they request”. Participants from new
community schools often made statements that an aim of the coming year is to “reach outward
more” and they hope to “broaden their reach” to the community.
Time was a common theme in the interviews as both an asset to the CBOs as they have
the time to dedicate to the non-academic barriers to learning such as vision and dental problems,
mental health challenges, parenting needs, homelessness, and hunger and as a major concern as
their mandate is tied to the Mayor’s term. All interview participants recognized time as a
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necessary component to the health and educational influence that community schools can have
on the community. While the expectation from outside forces such as policy makers and the
media is that change should be “done yesterday… it just doesn’t happen [like that]”. The
influence of community schools was clearly seen as a “process” and often a “slow process” by
the CBO staff but others such as policy makers and the media were described as wanting to see
faster results and thus missing the important slow but steady progress that was being made: after
a year of foundational building, the knowledge that the school is a community resource is
“starting to trickle out”; “identifying and mitigating all the barriers for these kids doesn’t happen
in a year”.
All interview participants recognized time as the key to creating sustainable systems in
these schools to improve health and educational outcomes. Patience and ample time will ensure
that their developments continue in the schools and neighborhoods after the Mayor’s initiative is
complete and the CBO may not be present in the school anymore. Almost all interview
participants identified sustainability as a goal or a marker of success but was only possible
through adequate time. Most new community schools were beginning their second year within
the school and stated that this coming year would be integral in testing the sustainability of the
systems that they had worked to put in place in the early foundational years. One interview
participant lamented, “there is so much need… there are so many deficits to that neighborhood…
can my two person team provide everything that they need?”
This preliminary research has limitations and should be interpreted as exploratory
without causal conclusions. The data was limited to public databases provided by the NYC
government agencies pertinent to the health and education fields. Proxy measurements were
used when necessary and certain systematic data on community variables of interest such as
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social cohesion, social capital, and collective efficacy are not publicly available at this time for
New York City. When appropriate, self-reported data and documents created by school faculty
and staff were used to measure school programming and resources. Responses may differ
depending on who completes the documents challenging its reliability. However, this data is not
systematically collected and therefore, documents created by staff and faculty are the best data
available for research on programming in NYC public schools. Additionally, the data that was
used is cross-sectional while this type of research would benefit from longitudinal data to truly
explore the influence the community school model may have on students, families, and
communities. Reverse causation is difficult to account for and may influence the findings of this
research. Community schools, and particularly the community schools involved in the NYC
Mayor’s initiative, are established in some of the poorest communities which have some of the
greatest health and education disparities. Lastly, this research is focused on New York City and
is therefore not generalizable to other jurisdictions. As highlighted by the research results, there
is a substantial geographic influence on the impact community schools seem to have on their
communities, making any findings hard to generalize to another geographic area.
This study should be considered to be a strong beginning to further discussion on how
and why community schools have community impact. The mixed methods research design
allowed for a variety of angles to be explored to explain if and how community schools are
influencing their communities. The research aims and hypotheses were based on peer reviewed
literature which allows these studies to further an existing body of work. The influx of
community schools in New York City provided a large sample size to explore and a mix of both
established and new community schools to reveal differences in these two types of schools both
in current status and future plans.
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FUTURE RECOMMENDATIONS
While this research answers some questions about the influence community schools may
have on the neighborhoods in which they exist, further research and policy changes are needed to
expand on these findings and ensure this model reaches its potential. I recommend the following
future research endeavors and policy initiatives.
Recommendations for research


Conduct systematic investigations of the activities in community schools that provide
time and space for social processes to develop among the neighborhood residents to
discover the effect size of different types of programming on specific health outcomes.
This can help narrow the components viewed as essential in order to most effectively
meet a neighborhood’s unique needs.



Increase the collection of neighborhood level data in smaller aggregations to capture the
nuances of neighborhoods that may be affecting how community schools influence the
neighborhood. Similarly, realize ways to manipulate data that is already collected into
smaller aggregations so that longitudinal studies can be conducted.



Investigate the unique pathways that community schools may be most effective in serving
and collaborating with special populations such as immigrants, English languagelearners, homeless and transient people, and members of gangs or residents of gangcontrolled areas.



Systematically collect community-level data on the levels of social processes such as
trust, common norms, and networks to allow for research addressing if and how the
presence of these social processes may be associated with community school presence
and the health and social characteristics of NYC neighborhoods.
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Recommendations for policy


Develop a framework outlining successful partnerships, liaisons, and institutions with
suggested timelines for involvement to guide and pace the development of new
community school movements. Timelines should include at least one year for planning
and initiating community relations. Certain collaborations have proven to be beneficial
while others appear to not be universally necessary for success or may be more
appropriate at later stages of implementation. Providing a research-based framework
would help to increase the success rates and possibly accelerate positive results of
community schools.



Support and enhance the liaison programs that are currently being piloted with
community schools. Links to DHS and HRA were cited by multiple participants as
valuable resources that could have large-scale influences on communities. Expanding
these models could increase use of social services and, ultimately, decrease residents’
dependencies on such programs.



Put in place greater systems to guarantee sustainability of this model after the Mayor’s
term is complete. Anxiety over the possibility of termination of funds and programming
detract from the immediate work that can be accomplished to improve schools and
neighborhoods.

CONCLUSION
Community schools are a promising model to improve both educational and health
outcomes of neighborhoods by offering the time and space for building trust, supporting norms
and linking networks. Community schools are a particularly appealing solution to the inequities
that exist in these outcomes because they take place in an established institution and use the local
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resources to meet the local needs. However, community school staff, both on the CBO and the
school sides, must take the time to know the unique assets and challenges of their community,
invest in quality partnerships that can meet the communities’ needs, build trust both among
community members and between the community and the school/CBO, and be given adequate
time to allow for these processes to form and strengthen. Continued research should be
conducted to study the longitudinal influences that community school initiatives have on their
respective neighborhoods.
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APPENDIX 1. Community Services Survey
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APPENDIX 2. Interview Protocol
ID: ______________________________________________
This is the Interview Protocol for the study, Community Schools: A Public Health
Opportunity. These interviews are semi-structured, therefore the following protocol will be
used as a guide for questions, but other topics may be explored depending on the
participants’ interests, experience, and expertise. Notes will be taken in addition to the
audio-recording.
Thank you for agreeing to participate in this interview. First, I’d like to ask you some
background questions about {CBO} and {school}.
1. How long has there been a partnership, official and not official?
2. How did this relationship develop?
3. How would you describe this relationship/partnership?
Now I would like to get a feel for the neighborhood.
Please tell me if you strongly agree, agree, neither agree nor disagree, disagree or strongly
disagree with the following statements:


This is a close-knit neighborhood.
o SA
A

N

D

SD



If there is a problem around here, the neighbors get together to deal with it.
o SA
A
N
D
SD



People around here are willing to help their neighbors.
o SA
A
N
D

SD



You can count on adults in this neighborhood to watch out that children are safe and
don’t get in trouble.
o SA
A
N
D
SD



People in this neighborhood can be trusted.
o SA
A
N







D

SD

Parents in this neighborhood know their children’s friends.
o SA
A
N
D

SD

Adults in this neighborhood know who the local children are.
o SA
A
N
D

SD

Parents in this neighborhood generally know each other.
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o SA


A

N

D

Children around here have no place to play but the street.
o SA
A
N
D

SD

SD



The equipment and buildings in the park or playground that is closest are well kept.
o SA
A
N
D
SD



The closest park or playground is safe during the day.
o SA
A
N
D

SD

The closest park or playground is safe at night.
o SA
A
N

D

SD

Adults know each other on the street.
o SA
A
N

D

SD

Children know each other on the street.
o SA
A
N

D

SD









People belong to any kind of neighborhood watch program.
o SA
A
N
D

SD

Please share with me if you consider the following to be a big problem, somewhat of a
problem, not a problem or you don’t know:












litter, broken glass or trash on the sidewalks and streets?
o Big Problem
Somewhat Problem

Not Problem

D.K.

graffiti on buildings and walls?
o Big Problem
Somewhat Problem

Not Problem

D.K.

vacant or deserted houses or storefronts?
o Big Problem
Somewhat Problem

Not Problem

D.K.

drinking in public?
o Big Problem

Somewhat Problem

Not Problem

D.K.

people selling or using drugs?
o Big Problem
Somewhat Problem

Not Problem

D.K.

groups of teenagers or adults hanging out in the neighborhood and causing trouble?
o Big Problem
Somewhat Problem
Not Problem
D.K.
129









different social groups who do not get along with each other?
o Big Problem
Somewhat Problem
Not Problem

D.K.

police not patrolling the area or responding to calls from the area?
o Big Problem
Somewhat Problem
Not Problem

D.K.

excessive use of force by police?
o Big Problem
Somewhat Problem

Not Problem

D.K.

lack of trust between local businesses and residents?
o Big Problem
Somewhat Problem

Not Problem

D.K.

Now I’m going to ask you some questions about the relationship between the {CBO} and
the surrounding neighborhood. Again, neighborhood is considered to be the geographic
area around the school building and includes people who do not have children attending
this school.
1. [to capture how they are making sense of their experience] Can you share an anecdote or
story about a time when you think the school and CBO influenced the surrounding
neighborhood?
a. Prompts: perhaps a health fair, internship program, job training program for
residents, or social service enrollment
2. How would you describe the relationship between the school/CBO and the
neighborhood?
a. Prompt: Please tell me a bit about how you feel the school/CBO is perceived by
the surrounding neighborhood.
b. What types of events, situations, or people created this reputation?
c. Why or why isn’t this a fair perception of the school or the neighborhood?
3. In general, in what ways do you think a school, specifically a community school, can
affect its surrounding neighborhood? What is a community school’s potential?
a. Do you think that this school does this? How and how not?
Next, I’d like to ask some questions about the ways the CBO serves the neighborhood.
4. Talk to me about the strengths of your CBO in the neighborhood.
a. Prompts:
i. How does the CBO serve the neighborhood both through the school and
otherwise?
ii. What types of services or events or activities do you offer to the
neighborhood or work with the neighborhood on?
iii. How does the neighborhood respond to such offerings?
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1. for example, what is average attendance? Is there enthusiasm for
the activity or service?
5. How do you define a successful community-school relationship?
a. Prompt: through attendance numbers? Increased trust? Repeat attendance?
6. [intention of question is to see if these activities are building trust, shared knowledge of
experience and impacting folks towards action] How do you think the relationship
between {CBO}, the school and neighborhood affect the neighborhood members?
Students? Parents? Non-Parents?
a. Probes:
i. do you think they get to know each other better?
ii. Do they have opportunities outside of these to gather, socialize, learn
together?
iii. Do relationships form from these experiences?
iv. Do you think trust develops?
1. How?
2. How would you define the trust that exists?
v. Do the same people come back to events and activities?
vi. Do you think participants anticipate seeing each other at events?
vii. Why do you think people attend these events/activities?
7. How did these services or activities come about? Who decided they were necessary?
a. What do you think helps or hinders the success of these services/activities?
8. What are some of the weaknesses of the school/CBO in the neighborhood?
9. Are there others ways that the CBO is present in the neighborhood beyond the school?
Did we miss discussing any important ways that the school and/or CBO serves the
neighborhood?
I am going to ask about how the school may or may not influence the neighborhood in
different ways.
10. How do you think the community school model influences the collective norms of the
neighborhood? [clarification if needed: Collective norms are beliefs shared by a group
on what is acceptable behavior and beliefs.
a. Probes:
i. does the CBO/school encourage certain beliefs about education?
ii. does the CBO/school encourage certain beliefs about health?
iii. does the CBO/school encourage certain beliefs about community?
iv. does the CBO/school encourage certain beliefs about behavior?
v. does the CBO/school encourage certain beliefs about life goals?
1. How?
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11. Tell me about how [CBO] and the school may promote networking/development of
networks?
a. Probes:
i. do parents or neighborhood members share information?
ii. Do parents or neighborhood members share resources?
12. Do you ever feel resistance from the neighborhood? If so, please share an example of
when you felt this resistance.
a. Why do you think there is resistance?
13. What does the CBO do to work against this resistance or decrease the resistance?
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